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As the cost for health care delivery increases, so does the demand for access to 
care. However, individuals in a rural community often do not have access to the care they 
need. Shortages of rural health care professionals are an ever-increasing problem. The 
Affordable Care Act of 2010 sought to increase health care access by focusing on team-
based care delivery. Thus, the need to educate health care students in the fundamentals of 
team-based practice has led to an increased emphasis on Interprofessional Education 
(IPE). While past research focused on urban IPE, a literature gap exists for the effects of 
a rural team-based educational experience on practice location decisions. This study 
examined how rural IPE influenced health profession students’ perspectives of what it 
means to be a member of a rural health care team and explored what factors go into 
making decisions of where to live and provide care. Motivational Theory provided the 
framework for a mixed methods approach with data from student reflective journaling 
and a post-experience Q sort. Analysis yielded important understandings about the impact 
of rural IPE. Accordingly, having a rural IPE experience provided positive motivation for 
returning after graduation. Further, the time spent in rural IPE generated understandings 
of what it means to live and provide care to a rural community. One important new 
discovery gained is the clinical setting is not where most IPE took place. As a result, 
social interactions with fellow students and community members achieved the goals of 
rural IPE. Despite these influential findings, noted barriers to genuine rural IPE persisted. 
In the end, students, educators, and rural health care professionals need to be aware of the 
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This dissertation is a study of a health science university’s attempt to improve the 
health of rural communities by increasing the numbers of health care professionals living 
and working in rural communities through a rural Interprofessional Education (IPE) 
program. Chapter 1 gives a brief overview of the subsequent chapters as well as 
introduces the problem in practice, theoretical framework, and methods for the study. 
Chapter 2 is a literature review exploring aspects of rural health care, traditional medical 
education, team-based learning, and how motivation is influenced through experience. 
Chapter 3 describes the methods used in the study for data collection and analysis, 
concluding with some considerations on the implications for rural team-based health care 
education and delivery. Chapter 4 represents data collected from students who 
experienced rural IPE as part of their health care training and the respective analysis. 
Chapter 5 provides interpretation of the data and implications for current and future 
health care education. 
Rural Health Care 
Good health care is a common need shared by every member of society. 
Individuals encounter illnesses and diseases that require the expertise of medical 
providers to care for their needs. Therefore, the demand for access to good medical 
professionals remains constant. The issues of how a person accesses health care, where 
they access care, and who cares for them have become increasingly more important for 
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those living in a rural community. As a result, many Americans try to reconcile the 
desire to live in a rural community with the need for quality care. 
Currently the majority of health care in America is concentrated in large urban 
settings with nearby access to hospitals, clinics, and specialists. For instance, if a person 
lives in an urban setting and needs medical attention, they can see a local provider within 
a few miles of their home. However, those living in rural settings often do not have 
access to a hospital, clinic, or basic primary care as many rural areas experience a 
shortage of health care providers from all professions (Jensen & Royeen, 2002; Mu, 
Chao, Jensen, & Royeen, 2004; Smith, Thornberry, Lyons, & Jones, 2005). For example, 
20% of Americans live in a rural county while only 9% of physicians practice in such 
counties (Gazewood, Rollins, & Galazka, 2006). 
The reasons for health care provider shortages in rural areas is multifactorial. An 
individual’s personal or professional views have a significant influence on the decision of 
where to provide care. As one would imagine, families, spouses, partners, and children 
have been found to be substantial factors in the choice of where to live (Rabinowitz, 
Diamond, Markham, & Hazelwood, 1999). Additionally, where a person was raised and 
the desire to return or stay in a similar type of setting is shown to be a major contributor 
to the decision of where to live and provide care (Mayo & Mathews, 2006). Moreover, 
individual lifestyle goals and preferences play a significant role in where that person will 
choose to live (Deutchman, Nearing, Baumgarten, & Westfall, 2012). 
Professional factors such as opportunities for career advancement and access to 
adequate resources for patient care are among some of the most important elements for 
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job satisfaction in health care providers (Hancock, Steinbach, Nesbitt, Adler, & 
Auerswald, 2009). Since many rural areas lack the resources necessary to provide full-
scope health care, providers are left feeling frustrated they cannot provide the level of 
care they had desired. Furthermore, the feeling of being professionally overwhelmed 
when caring for a rural community can lead to feelings of exhaustion when a health care 
provider does not have fellow professionals to help share the workload of caring for a 
rural community. 
Personal and professional factors are not the only elements that contribute to the 
decision of where to live and provide care. The rural setting itself offers unique 
challenges due to the simple geographic location alone. Because several hundred miles 
isolate rural communities, the influence of a progressive urban city is often not felt within 
a rural community. This can lead to cultural differences that make it difficult for a health 
care provider to identify with the rural ethos (Hancock et al., 2009). For example, rural 
citizens may have a more traditional view of only going to the doctor when they are sick 
rather than for health screenings or disease prevention visits. Furthermore, learning how 
to engage with these differences and develop treatment plans that take into account the 
mindset of a rural community member can prove to be a deterrent to settling in a rural 
area (Slama, 2004). 
The elements that make up a rural setting can also lead to social constructs that 
leave a health care provider striving for integration into rural community life. A health 
care provider may be interested in social activities that are frequently not found in many 
rural towns (Slama, 2004). For instance, many rural towns do not have a health club or 
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organized youth events. As a result, health care providers who prefer these types of 
activities as a way to build relationships with individuals, groups, or families may choose 
to live elsewhere (Bell, 1992). 
All of these contributing factors have the potential to play different roles at 
different times for the health care provider. Consider how an unmarried health care 
provider may view living in a rural community without a stable public school system 
versus how a provider with young children may view raising a family in a community 
with fewer school options. Or how an early career health care provider trained in a 
cutting edge hospital would approach providing care to a rural community versus how a 
provider near the end of her career who has experienced the way care is delivered in a 
rural area would approach treatment options for advanced disease. What is important to 
understand is how these factors lead to barriers, which cause health care providers to 
settle in urban or suburban areas. The end result is a rural health care system that is in 
desperate need of providers and health care professionals who are prepared for and 
committed to improving health care access to some of the most underserved areas. 
Team-Based Health Care 
 In response to a decrease in health care access everywhere, many in the U.S. 
called for a different model of health care delivery (D. C. Baldwin, 2007). Recently, one 
of the major pieces of U.S. Government legislation addressing the lack of health care 
provider access was the Affordable Care Act (ACA) of 2010. When the ACA was signed 
into law, millions of Americans gained health care coverage they had previously been 
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unable to attain. Specifically, the new care delivery model outlined in the ACA is the 
use of health care teams instead of individual providers to care for patients. 
Typically, the health care team is what is called interprofessional, consisting of a 
medical provider (physician, MD/DO), mid-level health care provider (physician 
assistant [PA]); nurse practitioner (NP), support staff (medical assistant), nurse, social 
worker, pharmacist, dentist, and depending on the setting, it may also include someone 
from rehabilitative medicine. With this new care distribution model, the delivery of 
health care is changing. The need for teamwork to meet the demands of an aging 
population with more complex chronic conditions, increasing costs, and fragmented 
uncoordinated care, is more important than ever before (Smith et al., 2005). This need for 
collaboration is especially true for those living in a rural community (Illing & Crampton, 
2015). 
The limited number of health care providers in a rural setting, including access to 
specialists, increases the need for collaborative care to address the wide variety of 
medical problems that exist in a rural community. Therefore, an interprofessional or 
team-based approach to health care delivery is more important in a rural setting. This is 
mainly due to limited resources and the lack of health care professionals to help shoulder 
the responsibility of caring for the health needs of a rural community (Mu et al., 2004). 
As one looks at rural clinics, health care professionals practice in teams because they 
have to (D. C. Baldwin, 2007; Jones, Oster, Pederson, Davis, & Blumenthal, 2000). 
However, many health care professionals are not prepared for how to work with a health 
care team upon graduation. 
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The need to prepare practitioners for rural team-based care is a challenge facing 
many in health care education today (Chen, Fordyce, Andres, & Hart, 2010). The current 
health care educational system is not doing enough to prepare students for the importance 
of collaboration and teamwork in the rural setting (Illing & Crampton, 2015). 
Additionally, current health care curriculum does not support the preparation of living 
and providing care in a rural community (J. A. Henry, Edwards, & Crotty, 2009). Several 
challenges exist within current educational models for how health care professionals have 
historically been trained. 
Traditional Health Care Education 
For many years the dominant model of health care education has been one of 
separate training in discipline specific programs termed “uniprofessional education” 
(Reeves, Perrier, Goldman, Freeth, & Zwarenstein, 2013). In other words, traditional 
health care education involves students learning profession-specific competencies solely 
in the context of their own program with minimal to no contact with other students 
(Oandasan & Reeves, 2005). The end result is individuals acting in separate professional 
roles within a system that does not foster comprehensive or collaborative health care 
delivery (D. C. Baldwin, 2007). 
Current health care education students have limited awareness of the scope of 
practice or even the role the other professions play on a health care team. This approach 
to health care education leads to the reinforcement of traditional profession-specific roles, 
territorial concerns, and a lack of collaborative coordinated care (Mu et al., 2004). The 
conventional way of educating health care professionals in silos without horizontal 
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integration does not match the real-world nature of team-based health care delivery 
many are now calling for in rural settings. Additionally, the traditional educational 
approach has led to training in urban hospitals or clinics for the majority of time to learn 
at a large tertiary medical center (Wachter, Katz, Showstack, Bindman, & Goldman, 
1998). Therefore, health care training sites have historically been located in areas where 
increased numbers of providers are not necessarily needed. 
The position and standing a healthcare university holds provides a unique 
opportunity to bring about meaningful change (Hodges, 2014). Through the application 
of a critical lens, health care education institutions are viewed as central agents in how 
their students, and ultimately graduates, can play an important role in the equal 
distribution of health care resources. Furthermore, how these institutions use their 
position to address health care disparities, such as lack of health access in rural settings 
and low numbers of primary care providers ready to enter rural practice, is of upmost 
importance (Rabinowitz et al., 1999). 
Several attempts by health care institutions to increase numbers of rural health 
care providers have been tried. Past efforts have customarily focused on both increasing 
the recruitment of students from a rural background and increasing the amount of rural 
experiences students receive in their health care training. For example, one such effort 
involved the increase of class sizes in hopes that more graduates will choose a rural 
setting as their destination (Whitcomb, 2005). However, simply increasing class sizes 
without an emphasis on rural health care or even a curriculum for exposing students to 
how health care is delivered in rural communities is not enough (Chen et al., 2010). 
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Several years ago, health care educators developed postgraduate rural training 
opportunities and incentives. For instance, the development of Rural Training Tracks 
(RTTs) sought to expose medical residents to rural settings during the crucial years of 
clinical training when practice location decisions are made (Rosenthal, 2000). 
Additionally, the use of incentive programs such as loan forgiveness or loan repayment 
aimed to draw students and graduates into rural settings through either paying for a 
student’s tuition or paying off student debt if they choose to practice in rural areas. 
It is known that programs designed to expose students to rural settings during 
their medical training increases the likelihood that they will return to a rural setting to 
practice (Rabinowitz, Diamond, Markham, & Wortman, 2008). As a result, students who 
complete a portion of their training in a rural setting may impact their motivation for 
them to stay in such a setting after graduation. Therefore, through programs like RTTs, 
educators can expose more students to rural medical practice, identify motivating factors 
for choosing to practice in rural settings and examine how a rural experience influences a 
student’s decision to live and practice in a rural community. 
While rural experience programs have provided a modest increase to the number 
of rural providers, they do not provide education in team-based care delivery that is so 
crucially needed in the rural setting (Geyman, Hart, Norris, Coombs, & Lishner, 2000). 
Accordingly, health care educators did recognize the need to instruct students on the 
concepts of team-based care in the midst of their training programs (Mu et al., 2004). 
This led to an increased emphasis on what is called Interprofessional Education (IPE). 
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Interprofessional Education is a pedagogical approach to health care education 
that is defined as one or more professions learning from and about each other for the 
purpose of collaboration and improved care (Centre for the Advancement of 
Interprofessional Education, 1997). Specifically, IPE can be characterized by students in 
MD/DO, PA, NP, nursing, pharmacy, dentistry, and Physical Therapy (PT) programs 
comparatively discussing similarities and differences among their professions while 
learning how to approach patient care through each other’s lens (Hallin, Kiessling, 
Waldner, & Henriksson, 2009). To put it succinctly, it asks the question, how can we 
each contribute and work together to improve patient care? 
Interprofessional Education requires students to communicate with purpose in the 
understanding of each other’s roles, and focuses on the contribution that each health care 
professional makes to collaborative practice. Therefore, the better understanding students 
have of their role in team-based health care delivery, the better they will perceive their 
role on the team in a real-world clinical setting. Additionally, having a positive 
experience with team-based health care training through IPE has the potential to 
influence a student’s decision of whether or not to engage in team-based practice upon 
graduation. For example, students who spend time together in team-based training often 
reflect on the educational and professional implications of practice in their own lives. 
Consequently, these reflections help shape the student’s career goals and emphasize the 
positive experience of IPE and thus influence their choice of where to practice (Mu et al., 
2004). 
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Initially, IPE was limited to the classroom with students learning about how to 
deliver care as a team using fictitious patients and simulated patient scenarios. Educators 
soon realized the need for IPE in an authentic clinical setting (Stew, 2005). Early clinical 
IPE took place in urban academic health centers where the majority of health care 
training already occurred. In the meantime, rural communities continued to struggle to 
find health care providers willing to move to a rural setting prepared to engage in the 
team-based care delivery that was so desperately needed. Most recently, educational 
programs designed to combine both a rural experience and team-based training have 
emerged. However, there is a lack of understanding when it comes to what makes a 
successful rural IPE program. 
Background of Study 
In September 2015 the Oregon Health and Science University (OHSU) launched 
the Campus for Rural Health in two locations across the state of Oregon. The campuses 
were not brick and mortar institutions; rather, they represented a place for IPE in the rural 
clinical setting. The two rural communities reflected geographic locations where a 
concentration of student clinical experiences already existed across multiple educational 
programs at OHSU. Through the development of a curriculum designed to purposefully 
bring students together to learn from and about each other along with exposure to life in a 
rural community, the OHSU Campus for Rural Health set out to take advantage of an 
optimal setting for IPE (Spencer, Woodroffe, Cross, & Allen, 2015). The mission and 
vision of the OHSU rural campus is to “develop innovative approaches to optimize the 
health of individuals who reside in rural communities [while] creating an 
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interprofessional workforce competent to improve the health of rural populations” 
(OHSU Office for Rural Health, 2014, p.6-7).  
During the developmental phase, key community and university stakeholders 
came together with a goal to train multiple health care professionals together to learn 
whether exposing them to a rural clinical setting as a team would lead to an increased 
number of graduates choosing to return to a rural setting to live and practice. As a result, 
two rural communities in Oregon were identified by university leadership because they 
had existing OHSU students training in the community and were viewed as having 
potential for expansion to include students from multiple schools and programs. 
Furthermore, the health care delivery systems in these areas recognized a need to hire 
more health care professionals from various disciplines.    
Rural IPE curriculum was created to provide exposure into rural life, collaborative 
team-based practice, and what it means to be a health care professional outside of an 
urban or metropolitan area. This newly formed curriculum includes several different 
aspects of rural IPE. Students from six different health care professions (medicine, PA, 
dentistry, pharmacy, nursing, and public health) at OHSU spend several weeks learning 
how to deliver health care while immersed in a rural community. Each campus 
accommodates up to 14 students at a time and all students live together in community 
housing provided by the university. Students spend time together in the clinical setting, 
learning how to care for patients as a team. In addition, they work on a community 
project together designed to improve public health outcomes. 
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As part of the community project, students complete a weekly reflective journal 
designed to capture their thoughts, observations, and learning while working with other 
members of the health care team and the community. Weekly debrief sessions are held to 
discuss the community project as well as the experiences of the students both in and 
outside of the clinic. In sum, students who spend time doing IPE in the OHSU Campus 
for Rural Health are exposed to rural team-based care, the life of a health care 
professional living in a rural setting, and are given the opportunity to reflect on what that 
means for the future of their clinical practice. 
The strength of a rural IPE experience comes as students spend time interacting 
with the community, environment, fellow students, and complex medical situations. The 
goal is to prepare students for what rural clinical practice and life will be like. Ultimately, 
students gain valuable insight into their future professional role. Without such experience 
students might feel unprepared to enter the health care realm and handle the challenges 
that a rural setting can bring and lack understanding of what it is like to live and provide 
care as a team in a rural community. However, very little research has been done on the 
effectiveness of team-based rural training models for students during, not after, their 
training in preparing them to consider and in some cases even experience first-hand the 
factors just outlined. Moreover, no literature has addressed the impact of social 
interactions outside of curricular IPE requirements.     
Having some exposure to a rural setting as a student provides the experience 
necessary to make informed decisions upon graduation. Thus, having a familiarity for 
what it means to be a member of a health care team in a rural community has potential 
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implications for whether or not a student ends up in a rural setting (Hancock et al., 
2009). Understanding the educational effects of a rural team-based experience is 
therefore directly tied to the motivational aspects of why health care students and 
graduates make the practice choices they do. In the end, learning what elements go into 
the decisions of where a health care professional ends up are important matters to 
investigate (Svinicki, 2004). 
Purpose of the Study 
A continuous supply of well prepared, motivated, and skilled health care 
providers is required to meet the needs of a rural community. The current system of 
uniprofessional health care education is not preparing students to work as a team in the 
rural setting where coordinated collaborative care is critical to the heath of a rural 
community. The use of RTTs has experienced some success in leading more providers to 
choose a rural setting after graduation (Chen et al., 2010). Additionally, efforts to train 
health profession students to work as teams in urban settings have shown positive results 
in preparing providers to deliver team-based care (Ponzer et al., 2004). Furthermore, rural 
IPE programs have shown an increase in the appreciation for rural IPE and its importance 
in increasing knowledge of team-member roles (Mu et al., 2004; Stone, 2006). However, 
there is very little research on how a student’s perception of rural team-based care is 
influenced through a rural IPE experience. Additionally, current research has not 
investigated the factors that contribute to a student’s determination of practice location 
after a rural team-based care experience and how these factors lead to the development of 
future rural IPE. Therefore, the purposes of this study are to examine how rural IPE 
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influences health profession students’ perspectives of what it means to be a member of 
a health care team while living in a rural setting, examine what factors students consider 
important in making decisions of where to live and provide care, and how these 
understandings can help guide future rural IPE pedagogy. 
Introduction to Study Design 
In multifactorial research, the use of numerous tools to assess the success of 
intended outcomes is recommended (Jensen & Royeen, 2002). Therefore, a mixed 
methods study design was needed to accomplish this objective. First, qualitative data 
were collected through student-written reflection journals and coded for attitudes, values, 
and beliefs about the rural IPE experience. In the OHSU Campus for Rural Health, 
students keep a weekly journal intended to encourage reflective self-assessment on their 
perspectives of what it means to live and practice as a health care professional in a rural 
community. The process of guiding students through reflection in who they are, how they 
fit into a team, and how they view themselves as a health care provider gives them 
opportunities to interpret what their rural IPE experience means. 
Second, this study also used quantitative Q methodology intended to collect data 
through a student ranking of subjective statements that represent factors surrounding 
team-based care in a rural setting. These statements are derived from the current literature 
on rural team-based care as well as previous student’s feedback on a rural IPE 
experience. The student ranking can be thought of as a representation of each student’s 
viewpoint or perspective on rural life and health care. Through asking students to 
exercise their opinions about what elements play the most and least important role in 
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making post-graduation decisions they think introspectively about their thoughts and 
feelings. This type of research strategy helps to discern and understand the subjectivity of 
the individual and how they perceive rural team-based care in light of their rural IPE 
experience. As a result of this study design, the following research questions were 
explored: 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based 
care in a rural setting? 
Significance of Research 
The development of new educational methods in recent years was originally born 
out of a greater awareness that the U.S. health care system as it exists now cannot meet 
the needs of all citizens. As the cost of health care has gone up, educational leaders have 
been forced to look at how they are training students to care for patients. Consequently, 
health care educators were required to think beyond the classroom and consider how they 
can build upon student motives as a way to attract more providers to a rural community 
(Svinicki, 2004). 
By learning more about rural team-based care, health care educators can gain an 
understanding of what factors go into a rural IPE experience and how it impacts a 
student’s choice of where to practice. Furthermore, learning how a rural IPE experience 
affects student perspectives of rural team-based practice will help educators create IPE 
programs designed to put more providers into rural settings. Additionally, learning more 
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about the impact of rural IPE, health education institutional leaders can make policy 
decisions designed to support the development of IPE curriculum. Rural communities 
themselves will also benefit by knowing how they can partner with health care education 
institutions, local providers, and students to address barriers to the recruitment of health 
care professionals. An educational initiative designed to provide rural team-based clinical 
training is one such program that deserves careful analysis. 
Through the years, others have explored similar issues all designed to better 
understand rural health care training and team-based care delivery. Before this inquiry 
can engage with questions of how a rural IPE experience impacts a student, a careful look 
at that literature is needed. The next chapter investigates past research related to the 









 Chapter 2 of this dissertation focuses on a review of the literature surrounding 
rural health care, health care teams, and motivation. This chapter is divided into three 
main sections each exploring a different aspect of the problem in practice. The first 
section discusses rural health care access from the perspective of contributing factors 
leading to provider shortages. The second section explores team-based care delivery in 
the rural setting including how critical theory can shed light on a health care institution’s 
role in creating change. The third section discusses motivation as the theoretical 
framework for what causes a health care provider to decide to live in a rural community 
and practice team-based health care. 
How health care providers are recruited and the factors that lead to their retention 
have inferences for the issue of health care access in rural communities. Moreover, how 
health care professionals are trained to deliver care is closely tied to the quality of care in 
a rural community. Thus, an exploration of these elements through the current literature 
is important when considering educational implications of a rural IPE experience. 
 Health Care in America 
Health care in the United States has gotten a lot of attention in the past few years. 
It is no secret that here in America health care is a major factor in the economy. For 
example, in the 2015 fiscal year, health care is predicted to account for 20% of total 
spending for the U.S. government (Chantrill, 2014). Moreover, the Center for Medicaid 
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and Medicare Services predicts that health care spending in the U.S. should increase by 
an average of 5.7% from 2013 to 2023, which would outpace the rise in gross domestic 
product by roughly 1% (Howell, 2014). 
As the cost for health care delivery increases, so does the demand for access to 
quality care. The need for quality health care is something all individuals will be faced 
with during their lifetime. Hence, the issues of how health care is delivered have become 
more and more important. For many years the traditional model has been care delivery 
that does not cross professional boundaries (D. C. Baldwin, 2007; Oandasan & Reeves, 
2005). This leads to health care professionals who are trained to provide care independent 
of one another. Consequently, individual providers act in separate professional roles 
within a system that does not foster comprehensive or collaborative health care delivery 
(D. C. Baldwin, 2007; Hammick, Freeth, Koppel, Reeves, & Barr, 2007). 
The scope of practice and the integration of multiple health care providers such as 
physicians, NPs, and PAs in a rural setting continue to be the subject of much debate 
(Hart, Salsberg, Phillips, & Lishner 2002). As a result, there is an increasing demand for 
good health care professionals to deliver high quality services to a rural population. 
Nevertheless, who provides the care and the delivery method used can have a significant 
impact on a rural community and is explored next (Mu et al., 2004). 
Rural Health Care in Crisis 
It is important to have a clear understanding of what geographic setting defines a 
rural population. In the literature, rural can mean many different things to different 
people. For example, the U.S. Census Bureau (2014) has delineated rural as all 
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population and territory that is not an urbanized area, defined as a population density 
of 500 people per square mile or greater. However, a different study outlined rural as a 
“geographic area at least 30 miles by road from a city of 50,000 or more” (Crandall & 
Weber, 2005, p. 12). For purposes of this study, the Oregon Office of Rural Health’s 
(2016) definition of rural is used, which includes all geographic areas 10 or more miles 
from a population center of 40,000 people or more. This definition can help in the 
understanding of isolation that is often present in a rural setting simply related to the 
number of people within that community and the distance from other more densely 
populated areas. 
As it exists now, the preponderance of health care in the United States is found in 
urban settings where the access to quality health care is close by (Rosenblatt & Hart 
1999). The current system in America does not reward those who will go to the farthest 
reaches of this country and care for the marginalized (Huish, 2013). Therefore, multiple 
areas in the U.S., including rural communities, have a particularly low number of health 
care professionals and remain perpetually underserved (Petterson, Phillips, Bazemore, & 
Koinis, 2013). 
The maldistribution of health care providers has affected all professions; thus, this 
literature review takes into account all health care professions. However, most research 
focuses on physician training and distribution and is the subject of much of the 
discussion. For example, physicians continue to prefer urban sites to establish their 
practice with approximately 305 active physicians per 100,000 in cities with a population 
more than one million (Geyman et al., 2000). Some even suggest the shortage of health 
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care providers in rural settings extends beyond the borders of the U.S. (Huish, 2013; 
Kazanjian & Pagliccia, 1996). 
Large metropolitan areas provide much needed specialized care and serve the 
large concentration of people that make up an urban core. However, the more specialized 
a health care provider is, the greater chance they will choose an urban setting to practice 
(Rosenblatt & Hart 1999). Admittedly, the need for such specialists has its place, but 
what happens when those living in rural settings do not have access to a hospital, clinic, 
or basic primary care? In short, the high concentration of health care access in urban and 
suburban settings has led to a significant shortfall of rural health care providers. This 
shortage and its effect on a rural community’s health is investigated next. 
Provider Shortages 
Over the past 30 years health care has seen a steady decline in the number of 
providers choosing to practice in rural settings. For instance, less than 4% of medical 
school graduates indicated a desire to provide care to a rural community (Rabinowitz, 
Diamond, Markham, & Rabinowitz, 2005). Some suggest the major reason is due to 
lower numbers of medical students choosing to go into family medicine or general 
practice (Whitcomb, 2005). Regardless, even when health care is accessible, the delivery 
of that care in rural areas is influenced by many factors, including geographic distance, 
insufficient transportation, and the increasing age of many rural populations (Orloff & 
Tymann, 1995). Additionally, several impediments exist in rural communities that 
prevent its citizens from accessing the care they need. In rural settings, increased 
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numbers of vulnerable populations such as the elderly, uninsured, undocumented, 
children, and minority groups are especially susceptible to inadequate health care. 
A recent study examined health care access among older adults living in rural 
areas, and found five main barriers. These included transportation difficulties, limited 
health care supply, low quality care, social isolation, and financial constraints (Goins, 
Williams, Carter, Spencer, & Solovieva, 2005). Of these five, 41% of rural adults cited 
lack of physician recruitment and retention, need for more specialists, limited physician 
choices, and aging of local doctors as factors, while 7% reported difficulty in scheduling 
and long wait times as prohibitive. The crisis facing rural communities is not likely to 
improve. Consequently, rural settings have a higher incidence of chronic disease, higher 
numbers of under or uninsured, a greater number of geriatric patients, a higher amount of 
people living in poverty, and more Health Profession Shortage Areas than non-rural areas 
(Rabinowitz et al., 1999). For example, those communities designated as Health 
Profession Shortage Areas make up 67% of the rural settings across the nation (Hart et 
al., 2002). 
Far too often patients in rural communities simply do not receive the care they so 
desperately need. As a result, their medical conditions go untreated, leading to a higher 
incidence of morbidity and mortality. For instance, those in rural settings receive fewer 
regular screening exams, laboratory tests, and diagnostic studies (Kaiser Commission on 
Medicaid and the Uninsured, 2003). Moreover, rural residents have an increased 
incidence of arthritis, high blood pressure, asthma, heart disease, diabetes, and psychiatric 
disorders. In general, the delay in care experienced by many in a rural community has 
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been associated with an increase in the diagnosis of late stage breast cancer, 
malnutrition, heart attacks, and higher death rates in patients with HIV. Additionally, 
avoidance of health care has been linked to decreased overall cancer screening and 
increased sexually transmitted infections (Spleen, Lengerich, Camacho, & Vanderpool, 
2014). 
The consequences of the lack of health care providers in rural settings are not 
limited to physical conditions. Slama (2004) has contended rural residents struggle to 
receive proper care for mental health issues including those with the most persistent 
psychological illnesses. In short, the proportion of rural residents with chronic disease is 
higher in nearly every category when compared to urban residents (Bailey, 2013). 
These consequences challenge rural communities to create cost containment 
strategies in the face of limited resources and infrastructure (Pathman, Steiner, Jones, & 
Konrad, 1999). Hence, this leaves many rural populations in a position to pay for health 
care in an already strained economic setting. For instance, a report by the Center for 
Rural Affairs emphasized that rural Americans are responsible for nearly 22% more of 
their total health care costs when compared to people living in urban or suburban areas 
(Bailey 2013). This is attributed to greater out of pocket cost from higher premiums, an 
increased reliance on individual health care plans, a lower actuarial value of that plan, 
and an increased economic burden when hospitalized (Bailey, 2013; Spleen et al., 2014). 
When exploring the impact of provider shortages on a rural community, it is 
important to keep in mind the many elements that go into the recruitment and retention of 
health care professionals to rural settings. Some would argue retaining rural health care 
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providers has the potential to have a significant impact on the health of a rural 
community (Rabinowitz et al., 2005). Therefore, it is important to understand the many 
contributing factors and reasons why there is a lack of health care providers in rural 
settings. 
Contributing Factors 
Several reasons for low numbers of health care providers choosing a rural setting 
to live and practice have been identified in the literature. These range from lack of policy 
designed to bring attention to rural issues, to a provider’s desire to focus on specialized 
care found only in an urban setting (Hancock et al., 2009). Furthermore, professional and 
social comforts, along with issues of community life and the providers’ personal 
characteristics have been shown to contribute to recruitment and retention to rural 
settings (Pathman, Konrad, Dann, & Koch, 2004). 
Issues associated with health care provider access in rural communities can be 
thought of as modifiable (self-actualization, community engagement, practice type, 
education) and non-modifiable (familiarity with a rural community, provider background, 
community characteristics, chosen profession). For example, personal characteristics 
such as like-mindedness with the rural community or social comforts like desiring to 
raise children in a suburban setting plays an important role in why a provider stays or 
does not stay in a rural setting for an extended period of time (Rabinowitz et al., 1999). 
Additionally, professional challenges including lack of adequate resources, geographic 
separation from other health care providers, and not as many career advancement 
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opportunities have been cited as contributing to a decreased sense of job satisfaction 
among rural health care providers (Hancock et al., 2009). 
It is known that multiple factors play a part when deciding where to live, work, 
and raise a family. Consequently, the reason why a health care provider would or would 
not decide to settle in a rural community is a complex topic that deserves careful analysis. 
Therefore, the next five subsections explore the personal, social, community, 
professional, and educational contributing factors as they relate to the issues of rural 
health care provider recruitment and retention. 
Personal. Many health care providers make decisions of where to live and work 
based on personal preferences. This includes familiarity with a rural community, values 
consistent with that of the provider, lifestyle preferences, leisure interest and a provider’s 
sense of adventure (Deutchman et al., 2012; Kazanjian & Pagliccia, 1996; Tolhurst, 
Adams, & Stewart, 2006). Moreover, the issues of workload, quality of life, educational 
opportunities for children, and safety have all been identified as personal factors 
associated with the decision to choose an urban setting rather than a rural setting to 
provide medical services (Kazanjian & Pagliccia, 1996; Mayo & Mathews, 2006). 
Several challenges exist to recruiting health care providers to rural settings 
including the lack of career opportunities for spouses or partners (Whitcomb, 2005). 
Personal reasons for living in a rural community are multifaceted and often does not take 
into account a family member’s (spouses, partners, children) influence on the provider’s 
choice. Many rural communities are not able to offer similar career opportunities for 
provider’s families; therefore, many will choose not to pursue a rural medical practice. 
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For instance, the literature reports that a health care provider’s significant other’s 
wishes were an important factor when deciding on a medical practice site (Geyman et al., 
2000; Mayo & Mathews, 2006). Furthermore, some have identified the single most 
influential personal reason for not choosing a rural community to live and practice as 
quality of life for the provider’s children (Kazanjian & Pagliccia, 1996). Thus, 
impediments to the establishment of a rural health care practice such as partners’ or 
spouses’ inability to use their skills to find meaningful work, lack of school choice for 
children, or isolation from family or friends are formidable (J. A. Henry et al., 2009; 
Kazanjian & Pagliccia, 1996). 
A qualitative study done by Mayo and Mathews (2006) examined spouse 
satisfaction and contentment with living in a rural community and how these elements 
contributed to the decision of whether or not to stay in a rural practice location. They 
found such things as time away from family and the ability to integrate into the 
community as primary contributors to spouse contentment. These factors were found to 
be a problem for recruitment since rural medical practice often keeps providers at work 
due to increased patient loads and frequent on-call shifts. Additionally, the assimilation of 
a provider’s spouse into the community was found to be contingent on such aspects as 
“employment opportunities, having a rural background or experience in rural 
communities, proximity to family and friends, maturity, cultural differences, and 
children” (Mayo & Mathews, 2006, p. 273). Satisfaction and contentment were therefore, 
directly tied to a spouse’s ability to participate in the things that bring them joy, which 
may not be found in a rural community. In short, the influence of a spouse is a 
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prioritizing factor in deciding where to establish a medical practice (Kazanjian & 
Pagliccia, 1996). 
Other personal factors that hinder a health care provider from going to a rural 
setting to live and practice include feeling like you can never get away from your 
patients. A rural town, by definition, has fewer people when compared to an urban 
setting. Thus, health care providers are more likely to know those whom they live around. 
While many in a rural community like the strong bonds that form with those they live 
around, it forms what Slama (2004) has called the “goldfish bowl affect” (p. 10). As a 
result, rural providers feel a pressure to conform to the rural culture simply because they 
conduct their lives in full view of those around them. 
As described above, the goldfish bowl affect can lead to providers not sharing 
aspect of their lives with neighbors or friends for fear they will be judged or perceived as 
not conforming to the conventional rural mentality (Slama, 2004). As a result, providers 
may worry about how they are being viewed in the community and when given the 
choice of living in a fish bowl or blending into a much larger urban setting, many health 
care providers choose the latter. 
Social. Several socially constructed barriers prevent health care providers from 
choosing or staying in a rural community to practice. Whitcomb (2005) described the 
social isolation that is often felt by providers in a rural setting as one of the main reasons 
health care providers choose larger cities to live and practice. Furthermore, engagement 
in the community is viewed as an important predicative factor for retention of health care 
providers in rural settings (Hancock et al., 2009). For example, rural communities often 
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do not have as many choices for social activities like a health club, organized child 
care, or youth services (Slama, 2004). For a health care provider who may have done his 
or her training in a large urban setting, the desire for social engagement outside of 
church, school, or the local bar may be a significant barrier. 
Bell (1992) conducted ethnographic field research of rural communities and 
identified four main socially constructed rules that lead to either acceptance or rejection 
of an individual within a rural community. These are described as localism, ruralism, 
countryism, and communalism (Bell, 1992). These four areas identify such characteristics 
as length of time living in a rural setting and more specifically the amount of time 
residing in a specific rural town. Additionally, knowledge of or experience in rural type 
activities such as farming, hunting, or gardening along with participation in more formal 
community events like church committees, recreational teams, and local government all 
produce a rural ethos of empowerment and distinction (Bell, 1992). 
This rural lifestyle and pattern of social relationships lead many in rural settings 
to live a quieter and slower-paced way of life. Individuals who bring a contrasting 
approach to living into a rural community are seen as “city-slickers, foreigners, or 
outsiders” are viewed as a threat to the socially constructed solidarity formed around 
members of a rural community (Bell, 1992, p. 72). For example, a health care provider 
who brings a low amount of ruralism or localism because they have never lived in a rural 
setting or grown their own food will have a difficult time being accepted as a member of 
the community. Furthermore, health care providers who are perceived to have more 
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wealth are not viewed as true country people and as a result will have a tough time 
penetrating the social relationships in a rural community (Bell, 1992). 
L. R. Henry and Hooker (2007) explored PAs acceptance into rural communities 
and found that time and a sustained presence in a community helped build “trust and 
familiarity” (p. 212). Consequently, if a health care provider does not have the time or 
interest in the community social isolation can result. Barriers such as these lead to more 
health care providers choosing to settle in urban settings where they have fewer 
impediments to forming social relationships with neighbors and community members. 
Community. A rural community is often identified by its differences from urban 
or suburban living. Admittedly, there are fundamental cultural and physical differences 
between a rural town and a large metropolitan city (Hancock et al., 2009). Often these 
differences lead to a decision by a health care provider to settle in an area where they 
identify more with the surrounding cultural ethos. Ethnographic studies centered in rural 
communities depict a rural culture as one where community minded individuals value 
resilience and practicality (Philo, Parr, & Burns, 2003; Slama, 2004). As a result, rural 
citizens identify themselves as pragmatic, community focused, and able to endure 
hardship because of their history of dealing with challenges. 
This type of rural mentality is viewed as an ideological difference that is hard for 
outsiders to understand much less overcome. For instance, rural communities have a 
cultural belief that leads its members to struggle with accepting help for mental health 
conditions. This creates barriers for health care providers who are not familiar with this 
rural mindset to know how to treat them (Slama, 2004). Moreover, the customs and 
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traditions that are typically attributed to a rural life can differ from town to town. Thus, 
learning how the specific rituals and practices of a rural community affect its member’s 
actions and thinking can prove to be a critical step in treating rural patients (Slama, 
2004). 
The ability of a health care provider and their family to integrate into a rural 
community, build meaningful relationships, and have that community contribute to the 
overall quality of their life is a major factor in their retention. However, the community’s 
acceptance of the health care provider also played an important role (K. A. Baldwin et al., 
1998). One study reported the acceptance of the town PA was directly linked to the PAs 
willingness to engage in community civic events (L. R. Henry & Hooker, 2007). In the 
end, the ethos of a rural community has the potential to create a barrier that affects the 
choice of whether or not to live and provide care to a rural community (Hancock et al., 
2009). 
Professional. Providing care to a rural community as a health care professional 
can be a daunting task. Those who inhabit a rural town often have values and patterns of 
thinking that create difficulties with making progress toward health and wholeness. Rural 
citizens tend to have a more conservative view, which can lead to a resistance to try new 
and unconventional treatment regimens. For example, when treating mental health 
illness, such as depression, providers can become easily frustrated since rural residents 
tend hold to the value of self-abnegation, leading to an avoidance of positive self-
statements for fear of being viewed as conceited (Slama, 2004). 
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Feeling professionally isolated is found in the literature as a reason why health 
care providers did not stay in a rural setting to provide care (L. R. Henry & Hooker, 
2007; Lindsay, 2007). For instance, the lack of an older and more experienced health care 
provider to mentor the newly graduated provider was cited as a reason for not choosing 
or staying in a rural practice after graduation (Hancock et al., 2009). Feelings of 
professional isolation lead to frustration, as many health care providers in rural settings 
cannot take time away from their practices because there was nobody to care for the 
patients in their absence (Whitcomb, 2005). Additionally, the opportunities for 
professional advancement, research, and leadership within large health care institutions 
are not as available in rural settings (Kazanjian & Pagliccia, 1996). 
The burnout of rural health care providers is also a formidable factor in 
recruitment and retention. For instance, physicians who viewed their work as continual or 
24/7, including the feeling of always being on-call had a higher incidence of leaving a 
rural practice (Pathman, Konrad, Dann et al., 2004). NPs have also reported the negative 
impact of long hours, professional isolation, and burnout as factors leading them away 
from rural clinical practice (Anderson & Hampton, 1999). Additionally, PAs cited 
elements such as lack of educational and career opportunities, limited family and spouse 
employment, lower wages, and increased workload as contributing factors for leaving 
rural practice (Muus et al., 1996). 
Kazanjian and Pagliccia (1996) found the issues of “challenge in practice” (p. 31), 
ranked high in the decision of where to establish a medical practice. These influences 
included such things as the ability to communicate with specialists about patients, 
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continuity of care, feelings of support from peers, overall workload correlated to 
income, and the opportunity to take time off from professional responsibilities (Kazanjian 
& Pagliccia, 1996). Moreover, loss of control over practice characteristics such as hours, 
provider cross-coverage, and needing to care for the emergent needs of a rural 
community by providing coverage to the local emergency department are viewed as 
important factors (Pathman, Konrad, Dann et al., 2004). 
Professional isolation and burnout are not the only reasons cited in the literature 
as contributing to low numbers of rural health care providers. Rosenblatt and Hart (1999) 
argued the single most important professional factor in the location of a physician’s 
practice is specialty. Granted, the decision of a specialist health care provider to live and 
provide care in an urban setting is a necessary part of their practice. After all, a specialist 
physician needs access to high-level hospitals and laboratories along with a big enough 
population base to support a busy clinical practice (Rosenblatt & Hart, 1999). 
Consequently, lower numbers of physicians are choosing to go into family medicine in 
favor of more lucrative specialties (Whitcomb, 2005). Hence, the increase in specialized 
physicians has led to a proliferation of providers in metropolitan areas. 
This only perpetuates the problem as more and more providers stay in urban 
centers where career advancement is more readily available (Goins et al., 2005). For 
instance, trends in PA practice location have indicated a shift toward more urban and less 
rural locations (Hart et al., 2002). Part of this can be explained by the fact that PAs 
practice with physician partners in providing care. Consequently, trends seen in 
physicians will by nature be followed by similar trends in PAs. In fact, Rosenblatt and 
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Hart contended “An improvement in the balance of generalist and specialists is a 
necessary precondition for eliminating rural physician shortages” (Rosenblatt & Hart, 
1999, p. 41). For instance, PAs who practice in rural settings are more likely to deliver 
primary care services (Cawley, Lane, Smith, & Bush, 2016). In the end, the family 
medicine health care provider is the only one likely to settle in a rural area as the nature 
of their practice permits the flexibility necessary for the diverse needs of a rural 
community. 
As the literature suggests, the decision of where a health care provider chooses to 
practice is undoubtedly influenced by what specialty area they chose. However, the 
educational constructs leading a health care provider away from a rural setting should 
remain in view. For example, health care educational institutions that focus on the needs 
of the rural health care environment have shown an increase in the numbers of providers 
who graduate and work in rural communities (Geyman et al., 2000). 
In sum, health care education and delivery in America has centered on a solo 
provider approach with one person in the lead, shouldering the load of patient care. 
Additionally, the health care landscape for rural settings lacks providers to help meet the 
needs of some of our nation’s most underserved areas. Many reasons exist for why health 
care professionals do not choose to live and provide care in these communities. 
Nevertheless, the nature of care delivery and how health care providers are prepared can 




Team-Based Approach to Care 
The previous section examined the multiple elements that have contributed to the 
shortage of health care providers in rural settings. Specifically, one of the key 
contributing factors is the aspect of a solitary provider delivery system. Alternatives to 
this long held method of care as well as how health care institutions are preparing 
individuals to function in such unconventional systems is of upmost importance. As a 
result, aspects of rural health care from a delivery and educational perspective are 
explored in this section. 
History of Team-Based Care 
One of the major weapons the U.S. government used to combat the issue of lack 
of health care provider access, rural or urban, was the ACA of 2010. Through the creation 
of health care policy, the U.S. set out to provide primary care access to everyone. When 
the ACA was signed into law, millions of Americans gained health care coverage they 
had previously been unable to attain through tax credits and cost-sharing assistance 
(Bailey, 2013). As a result, the federal government placed a high value on individual 
health care. The new “universal coverage” was created to give citizens an opportunity to 
receive care they would otherwise have been denied. The hope was that increased 
coverage would lead to increased access, which would be met through increased 
providers ready to deliver the care. Specifically, a main component of the ACA of 2010 
is the use of health care teams instead of individual providers to deliver care to patients. 
While this concept is not revolutionary, the emphasis on this health care delivery model 
is. 
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The origins of team-based health care can actually be traced back to physicians, 
nurses, and “auxiliaries” in rural parts of India and the United Kingdom (D. C. Baldwin, 
2007, p. 32). After World War II the development of community health centers lead to 
team-based care delivery in urban and inner city settings. For example, some of the first 
interdisciplinary heath care teams in the U.S. are said to have originated in the late 1940s 
at Montefiore Hospital in New York (D. C. Baldwin, 2007). 
Nevertheless, over the decades that followed, team-based health care delivery saw 
its share of fits and starts. Legislative funding streams helped develop educational 
programs such as Health Professions Special Project Grants Program in 1972 and the 
Health Manpower Education Initiative Awards in 1975 all designed to increase the 
amount of team-based health care delivery. In the end, programs were phased out due to 
budget cuts and decisions to focus health care training in other areas (D. C. Baldwin, 
2007). 
Team-based practice as it stands now is thought of as encompassing more than 
one health care professional working collaboratively in the care of patients. For instance, 
the characteristics of team-based practice include clear patient identified goals, a mutual 
trust among the members, effective communication, and outcomes that are measurable 
(Golden & Miller, 2013). Furthermore, vital elements for collaborative team-based 
practice have been identified in the literature and involve team members discussing and 
negotiating each other’s roles, gained trust of one’s own competence and the competence 
of others, knowing and respecting the unique contribution of the other team members, 
and motivation to work together (Oandasan et al., 2004). 
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Teamwork provides the basis for delivery of more comprehensive and complete 
care (Ponzer et al., 2004). However, many rural communities do not currently utilize 
health care teams to deliver care to its members. Therefore, a careful analysis of how a 
health care team can improve the care patients receive in a rural community is addressed 
next. 
Benefit to Rural Communities 
Many have encouraged the team-based approach to health care because it 
promotes the collaboration of multiple health care professionals in an effort to improve 
patient treatment (Mu et al., 2004). Specifically, patient centered benefits include 
increased patient amenability to the treatment plan, better integration and continuity of 
care, more comprehensive services, more holistic better-coordinated care delivery, and 
systems that are attuned to patients’ needs rather than to provider convenience (D. C. 
Baldwin, 2007; Ponzer et al., 2004). Additionally, team-based health care delivery has 
been attributed to better patient outcomes, improved satisfaction for patients, and lower 
cost to deliver care (Jensen & Royeen, 2002). 
This is no more apparent than in a rural community where resources are limited 
and the density of health care providers is geographically more spread out (Pathman       
et al., 1999). To put it another way, rural communities are uniquely positioned to deliver 
team-based simply because many different health care disciplines often share the same 
clinic space because of resource limitations (Croker & Hudson, 2015). Mu et al. (2004) 
contended well-coordinated collaborate care “in this type [rural] of setting . . . all 
disciplines need to work together and oftentimes do, in order to educate patients and take 
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care of them more effectively” (p. 129). Furthermore, the rural setting increases the 
significance of the collaborative nature of the relationships amongst the health care team 
(Spencer et al., 2015). This approach helps address the disjointed care many patients 
receive when living in a rural community (Rygh & Hjortdahl, 2007). 
Team-based care in a rural setting also addresses some of the contributing factors 
of why health care providers do not stay in or choose rural settings to live and work. For 
instance, a study looked at rural team-based primary care and reported a more evenly 
distributed workload, improved skills, and a decreased sense of isolation (Taylor, Blue, & 
Misan, 2001). Additionally, the burn out experienced by many rural health care providers 
can be mitigated by having a clear understanding of the role each person plays on the 
health care team and working to maximize that role in patient care (Minore & Boone, 
2002). To put it another way, the health care team helps address burn out through the 
expansion of roles and even distribution of responsibilities (Rygh & Hjortdahl, 2007). 
Thus, the need for health care teams in the rural setting takes on an increased significance 
in the recruitment and retention of health care providers. 
There is a growing need for care delivery in rural settings that is contiguous and 
cohesive. The use of health care teams in a rural community stewards limited resources in 
a way that delivers more complete care to the needs of complex rural patients (Mu et al., 
2004). Furthermore, the nature in which care is delivered in a rural setting lends itself to 
team-based patient centered care (Spencer et al., 2015). Therefore, efforts designed to 
increase the quality of care delivery in a rural setting should focus on “what kind of team, 
for what purpose, and under what conditions” (D. C. Baldwin, 2007, p. 31). With the 
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growing need for health care teams in rural settings, it is important to consider if 
tomorrow’s health care provider is being educated to this end. 
While the government has created policy that gives health care coverage to 
thousands through the ACA, health care education institutions have largely ignored the 
need to increase team-based educational experiences for those who are to care for the 
newly insured population. Consequently, an exploration of the current educational 
constructs related to the lack of team-based training is next. 
Educational Factors 
For many years the dominant model of health care education has been one of 
separate training for each type of health care professional in discipline specific programs 
termed “uniprofessional education” (Reeves et al., 2013, p. 7). In other words, traditional 
health care education involves students learning profession-specific competencies solely 
in the context of their own program and profession with minimal to no contact with other 
health profession students (Oandasan & Reeves, 2005). This conventional pedagogy 
limits a student’s knowledge of the role other members of the health care team play 
(Croker & Hudson, 2015). 
The long-standing traditions of medical students trained one way, PA students 
trained another way, and nursing students trained yet a different way have resulted in 
health care institutions acting like preprogramed machines (Morgan, 1998). This 
traditional way to educate health care professionals can partly be explained through what 
Senge (2014) described as “mental models.” These mental models are defined ways of 
thinking that are deeply ingrained and carry with them assumptions about how people are 
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supposed to act and think or in this case how health care professional students are 
educated. This mental model of how medical students and other ancillary or support staff 
are trained has dominated the curriculum for years. Additionally, the mental model of the 
physician as the leader having the most authority is still part of the long-held medical 
educational tradition. 
Challenging these engrained patterns of education is not easy. Often those who 
are the most embedded in an institution’s culture are the least likely to embrace change 
(Marion & Gonzales, 2014). For example, rural practice is often unfamiliar to medical 
educators and can even be labeled by some as undesirable (Council on Graduate Medical 
Education, 1998). Furthermore, in medical schools, educators follow the existing 
environmental tone and thus reinforce the mental models of uniprofessional education 
because that is how it’s always been done (Senge, 2014). 
As previously discussed, team-based care in a rural setting has an increased 
significance. However, without team-based educational opportunities, students continue 
to train in professional isolation, thereby missing out on the experience of providing care 
in the way the ACA calls for. The need to prepare health care professionals on the 
concepts of team-based care in the midst of their training programs has led to an 
increased emphasis on what is called IPE. IPE is a pedagogical approach to health care 
education that is defined as one or more professions learning from and about each other 
for the purpose of collaboration and improved care (Centre for the Advancement of 
Interprofessional Education, 1997). Specifically, IPE can be characterized by students 
comparatively discussing similarities and differences in their profession while learning 
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how to approach patient care through their lens (Hallin et al., 2009). It requires 
students to communicate with purpose in the understanding of each other’s roles, and 
focuses on the contribution to collaborative practice. To put it succinctly, it addresses the 
question, how can we each contribute and work together to improve patient care? 
With the ultimate aim of getting students to see patient care from the perspective 
of other health care professionals, initial IPE models lacked the follow through 
application to the real-world clinical setting. Original IPE curriculum focused on the 
classroom with students sitting side-by-side learning basic medical topics, which did not 
lead to a better understanding of the different health care provider’s roles (Stew, 2005). 
As a result, a shift in IPE to the clinical setting has been taking place with some moderate 
success initially noted in the urban hospital setting. 
For instance, Ponzer et al. (2004) examined the outcomes of a 2-week clinical IPE 
experience with students from four different health professions on the inpatient units of 
an urban teaching hospital. The study found that 64% of the students reported a greater 
understanding of their own role on the health care team and all students indicated a more 
positive attitude toward IPE after the experience. Additionally, the participants noted an 
increased awareness of the ethical aspects of patient care along with a clearer 
understanding of the patients’ role in the health care plan. However, graduates from 
medical institutions in recent years are less likely to be prepared for collaborative care 
delivery and even more unlikely to go into rural settings to practice (Minore & Boone, 
2002). Even with the handful of medical universities who have dedicated rural 
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curriculum, the focus has been on single provider delivery of services (Geyman et al., 
2000). This kind of educational model does not foster collaborative team-based care. 
How information is distributed and shared will be reflected in the institution’s 
culture (Tierney, 1988). For instance, health care education institutions who address such 
factors as institutional mission, the establishment of a family medicine department, rural 
clinical experiences that are required, faculty with rural experience who have leadership 
positions within the university, and the availability of these faculty to help counsel 
students on rural health care delivery are better positioned to address rural provider 
shortages (Geyman et al., 2000). 
In the case of a medical school, information about different medical specialties is 
disseminated and shared with the students as they begin the process of deciding on a 
lifelong career. Information surrounding a primary care career or even the generalist 
physician may not be shared in a way that equalizes its importance with a surgeon for 
example. For instance, most medical schools do not have primary care physicians on their 
admission committees (Geyman et al., 2000). The end result is lower numbers of 
physicians going into rural areas to practice, since most rural physicians are generalists 
(Whitcomb, 2005). 
Traditional medical education creates power differentials with the physician as the 
solo provider leaving others feeling as though they do not have a voice. Team-based care 
eliminates that. The power and prestige of a medical school have traditionally favored 
urban centered, specialist physicians. As a result, there is a lack of emphasis on the 
family medical provider and even less of a focus on rural settings. For example, there 
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exists a direct correlation between the emphasis a health care education institution 
places on family medicine training (both undergraduate and graduate) and the numbers of 
providers choosing rural settings to live and work (Geyman et al., 2000). Furthermore, 
having the training necessary to provide care to a specific geographic location was 
viewed as a contributing factor when making practice location decisions (Kazanjian & 
Pagliccia, 1996). This kind of approach to health care education leads to a lower number 
of health care professionals choosing to pursue practice in a rural community (Hancock et 
al., 2009). 
Current medical education focuses on disease treatment rather than the social 
constructs that could have caused or at least contributed to the problem in the first place. 
Health care institutions are instrumental in preparing students to be part of the solution 
rather than applying short-term fixes. Moreover, health care institutions function as social 
factors that can either foster diversity or further privilege an elite group through practices 
of admission, teaching, assessment, and research (Hodges, 2014). Therefore, adopting a 
critical approach means exploring how health care institutions can help in understanding 
a rural social system is examined next. 
Critical Theory 
Applying a critical lens helps in the understanding of the power and prestige of a 
health care institution and how it could be used as a genesis for change (Hodges, 2014). 
Specifically, the critical approach encourages educators to teach students the value and 
importance of distributing medical resources and creating more equity across the 
landscape of health care. Furthermore, it forces educators to look at the culture of power 
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that health care institutions create and ultimately what is done with that power to exert 
influence. 
Health care education as it exists now does very little to encourage critical 
analysis of the social constructs of power (Waitzkin, 1989). In the case of medical 
students, social norms and rituals that help reinforce the culture of that medical school are 
taught from the moment they arrive on campus. How the students are talked to, what they 
are exposed to and the privileges extended to them reinforce the culture that views them 
as the future leaders of health care. This is a very important concept when looking at the 
culture of a health care institution because change can happen through the initiation of 
several small-scale behaviors aimed at calling attention to relational patterns of social 
behavior (Cottingham et al., 2008). Consequently, health care education institutions have 
a unique position to influence the trajectory of many students and potentially make a 
significant impact in the shortage of health care providers in rural settings (Rabinowitz   
et al., 1999). 
Taking a critical approach also helps in the community’s understanding of a 
health care institution. For instance, health care institutions face an increased pressure to 
meet their social mission to the communities in which they are located. As a result, rural 
citizens view health care institutions and its students as partners in addressing the health 
care disparities that are often present. By placing health care professional students in the 
rural clinical setting, community members begin to see how an institution can help with 
such issues as provider shortages, health promotion, disease prevention, and quality of 
care (Gazewood et al., 2006). 
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Community members become critical scholars themselves as they reflect on the 
previously held beliefs of the health care institution’s role in addressing public health 
problems. Moreover, rural community members can offer ideas and suggestions to 
educators as they develop curriculum to create greater equity. Ultimately, this can help in 
the understanding of how rural community members engage with those in the medical 
community and become participants in the change effort rather than being content with 
the status quo (Hodges, 2014). 
The application of a critical lens here does, however, assume that solutions to 
social constructs of power are medical in nature. There is a body of literature suggesting 
those who live in an urban setting have an inherent bias against those who live in rural 
communities. The term Urban Bias (UB) has been used to describe the perception held by 
urban citizens that rural towns do not have the ability to support advanced educational or 
health care activities (Corbridge & Jones, 2004). As a result, the notion that metropolitan 
settings are the only place to experience cosmopolitan living leads to a social construct of 
urban life as far more sophisticated, educated, and healthier. For example, Lipton (1977) 
explained, “the rural sector contains most of the poverty, and most of the low cost 
sources of potential advance; but the urban sector contains most of the articulateness, 
organization and power” (p. 1). 
While UB typically is used in the context of agricultural and economic imbalance, 
this approach can lead to inequitable distribution of resources including human capital 
(Corbridge & Jones, 2004). Specifically, UB has been attributed to the migration of 
health care professionals to urban settings where opportunities to deliver care in dynamic 
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health care systems are readily available (Connell, 2011). This results in health care 
workers who view the rural setting as a place for substandard antiquated care, which 
proliferates the bias toward living and working in an urban setting (Connell, 2011). For 
instance, in a qualitative study of young people Glendinning, Nuttall, Hendry, Kloep, and 
Wood (2003) concluded there are distinct differences between how youth view rural and 
urban settings leading the belief that rural towns are not good places to be a young adult. 
This creates a negative bias toward rural communities as socially excluded, lacking 
opportunities to improve one’s life (Glendinning et al., 2003). 
The question then becomes, can a critical approach be applied to a rural 
community without further “medicalizing” it (Waitzkin, 1989)? Assuming the answer to 
this question is yes, the role medical providers could play in creating change in the social 
setting of many patients cannot be overlooked. Exposing students to the social aspects of 
medicine in a rural setting can help them to begin critical analysis about their role as an 
agent of change through the position of privilege as a health care provider (Deutchman   
et al., 2012). 
In conclusion, this section examined how team-based care delivery has become a 
major aspect of how patients receive their care. Students learning independent of other 
health care professions is a long-standing pedagogical approach (D. C. Baldwin, 2007). 
This method has resulted in health care professionals who are not sufficiently prepared to 
step into the newly formed health care team. Furthermore, the role of a health care 
education institution in preparing its students for care delivery to the marginalized 




As previously discussed, training health care students in profession separate 
clinical settings has been implemented for years. Alternatives to this model have led to a 
team-based approach to both educating health care providers as well as delivering the 
quality care people seek. As a result, the aspects of recruitment and subsequent retention 
of health care providers have been the topics of much literature. Many programs have 
concentrated on the recruitment aspect by identifying motivating factors for why 
providers choose to live and practice where in a rural setting. Therefore, how motivation 
plays a role in why health care providers choose to live, work, and stay in rural 
communities is the focus of this section. 
Motivation Theory 
When discussing motivation one must begin with the classic needs-motivation 
hypothesis introduced by Maslow (1943) as the hierarchy of needs. Maslow’s hierarchy 
begins with the most basic needs of hunger, thirst, and sleep and then builds up to the 
most advanced needs of respect, power, and ultimately self-fulfillment when individuals 
realize their potential. The motivation for these needs comes out of a deprivation rather 
than a satisfaction of that need. 
Clark and Wilson (1961) described motivation as highly individual. People are 
motivated by different things, which are a matter of personal preference and priorities. 
Atkinson (1966) defined motivation as “the origin of our impulses to do this or that . . . 
which incites a person to action” (p. 5). Thus, studying what accounts for the direction, 
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drive, and perseverance of an individual’s action and how it is linked to the 
consequence of training is important. Ultimately, the study of a person’s behavior must 
take into account the individual’s interpretation of what is happening around them at any 
given time. This of course is influenced by multiple different factors. The idea is to link 
the movement in particular direction, called behavior, to the cognitive forces that produce 
them (Atkinson, 1966). This can prove to be difficult if students are not exposed to 
factors that result in a desired behavior. 
The study of motivation helps to explain the reasons why a person acts in a 
certain way, with how much enthusiasm, and what keeps them moving in this direction 
(Atkinson, 1966). The environment as it exists may have very little to do with the actual 
physical surroundings, and much more to do with the very acute reflections and 
calculations of individuals on the material surroundings in which the individuals find 
themselves (Atkinson, 1966). 
Finding out what motivates a health care student can help in the understanding of 
the need to expose more students to rural medical practice and the influential role of such 
an experience on the student’s decision to live and practice in a rural community. 
Numerous elements go into the decision of a medical provider to settle in a rural area. 
This list includes familiarity with a rural community, values consistent with that of the 
provider, lifestyle preferences, leisure interest and a provider’s sense of adventure 
(Deutchman et al., 2012; Tolhurst et al., 2006). 
Factors such as exposure to rural settings during health care training through rural 
residency experience or a rural track program, along with participation in a loan 
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repayment program are described as predictive of future rural practice (Hancock et al., 
2009). As previously discussed, elements such as raising children, opportunities for 
employment for a spouse or partner, and how a person integrates into the community are 
all predicative of whether or not a health care provider stays in a rural community to 
practice (Hancock et al., 2009). 
Pathman, Konrad, Dann et al. (2004) suggested the reason for health care provider 
access difficulties in rural communities is not retention of providers; rather it is due to 
recruitment of health care professionals in the first place. Concluding “the principal 
dynamic by which rural shortage areas emerge is simply that too few physicians are 
recruited” (Pathman, Konrad, Dann et al., 2004, p. 1726). However, simply recruiting 
more health care providers who do not have some level of familiarity with a rural setting 
may not be the answer. Some have noted the need to reach out specifically to those who 
have a rural background of some kind. Arguing the major factor in effective recruitment 
of rural health care providers involves targeting providers who were raised in a rural 
setting in the first place (Geyman et al., 2000). However, trends in medical school 
applicants show an increase in the numbers of urban-raised affluent students and fewer 
students are being admitted who have rural backgrounds (Hancock et al., 2009). 
One of the implications of the ACA’s focus on team-based care is that every 
American will in fact be able to access that care. On the one hand this may not be a 
problem for many people who live in or near a major metropolitan area; on the other hand 
it overlooks the barriers to attracting and retaining the providers that make up the health 
care team in a rural setting. Policies are used as a means to motivate certain sectors, 
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people groups, or domains in order to achieve specific results. As a result, the next 
three sections explore in greater detail the issues of motivation as it relates to rural 
experience as well as programs designed to specifically encourage health care profession 
students to choose rural communities to live and practice. 
Motivation for Rural 
As previously explored, a student’s decision of where to establish a health care 
career is multifactorial. Through exposure to new ways of thinking and even delivering 
care, students develop the knowledge necessary to make informed decisions. By exposing 
them to rural settings and the collaborative nature of team-based practice, students are 
taught alternatives to traditional medical pedagogy that is grounded in learning theory. 
This experience is foundational for what motivates a graduate to choose a rural setting or 
not. 
People do not generally choose something if they are not exposed to it. Students 
bring with them a prior knowledge that influences the decisions they make (Svinicki, 
2004). Therefore, misconceptions of what it means to provide medical care in a rural 
setting can be formidable. Students may already have preexisting understandings about 
how the world works and educators must learn how to engage with those understandings 
in order to move students beyond surface level learning (Pellegrino, Bransford, & 
Donovan, 1999). 
A guiding principle here is the idea that some kind of background knowledge is 
necessary for comprehension (Willingham, 2009). For example, several studies have 
shown that when compared to students who did not grow up in a rural setting, students 
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who did are more likely to return to that community to practice medicine after 
graduation (Kazanjian & Pagliccia, 1996; Pathman, 1996; Rabinowitz, 1988). 
Furthermore, qualitative studies examining motivating factors for health care providers to 
return to a rural setting include being raised in a similar community as a child (Hancock 
et al., 2009; Kazanjian, & Pagliccia, 1996; Tolhurst et al., 2006). Specifically, one such 
study stated the familiarity with a rural community including the family ties that are often 
still present in that community was a major motivating factor leading a provider to return 
(Mayo & Mathews, 2006). Conversely, some suggest more than just a rural background 
is involved in influencing a provider’s choice of where to live and practice. Implying 
rural upbringing is one of multiple components that come together when deciding to 
settle in a rural community (Owen, Hayden, & Bowman, 2005). 
Motivation for rural was nicely illustrated through a study conducted by Hancock 
et al. (2009) which identified exposure to a rural setting through education, recreation, 
and upbringing actually increased the likelihood a student would choose a rural setting to 
practice. Through semi-structured interviews of rural practicing physicians, the authors 
were able to identify four main motivating factors of community engagement, sense of 
place, self-actualization, and familiarity as central to the reason why they decided to 
establish a rural medical practice. 
Community factors were identified as a desire to help an underserved population 
and to have close-knit relationships with patients built over a period of time. Forty 
percent indicated that community specific reasons are what motivated them to choose a 
rural setting to live and practice. Physicians listed the reason for choosing this domain as 
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having a previous experience in a tight-knit community which led to a favorable view 
of living in such a community after graduation (Hancock et al., 2009). 
Sense of place was described as the desire to live in a setting where participants 
felt a sense of connection to the environment with opportunities for exploring the 
outdoors and recreation activities. This domain made up 27% of the physicians reason for 
choosing a rural setting to live and provide care and was identified as growing over time. 
Accordingly this was the main reason for wanting to remain in a rural setting as well as 
the driving force for feelings of health and well-being while spending time there 
(Hancock et al., 2009). 
Thirty-one percent in the Hancock et al. (2009) study listed self-actualization as 
the main motivating factor for choosing to live and practice in a rural community. In this 
domain, participants described the rural setting as meeting emotional needs that lead to 
fulfilling personal and professional lives. Additionally, participants cited the rural 
community as an ideal place to put down roots. They viewed medical practice in the rural 
setting as providing ample opportunities for creativity, meaning, variety, and autonomy. 
Having familiarity from growing up in a small town meant providers wanted to 
return to something that was well known. This was seen as cognitively less demanding 
than learning about or integrating into something new or foreign. Thirty-one percent of 
the physicians in the Hancock et al. (2009) study fell in this domain with 4% stating this 
was directly related to the rural experience as a student that resulted in choosing to pursue 
a rural medical practice. 
 51 
Students who have prior experience either living or working in a rural setting 
could have implications for who decides to stay in such a setting after graduation. For 
example, the desire for a natural environment found in a rural community has been 
reported as a motivating factor for returning (Mayo & Mathews, 2006). Furthermore, 
students with family members who are more likely to support their choice of rural 
practice could have a positive impact on an institution’s overall mission to rural and 
underserved settings. Lastly, having a rural experience as a student could lead to an 
interest in rural practice by increasing the opportunities for finding a clinical setting that 
matches their values and lifestyle (Tolhurst et al., 2006). 
Willingham (2009) contended students need to see themselves as part of a story 
and every story has a conflict at its center. Indeed, the individual in that story finds an 
answer, and ultimately the conflict is resolved. Once students understand the lack of 
health care access in rural settings, then, they will naturally start to work toward possible 
solutions. Through a rural team-based experience, students may even see themselves as 
part of the answer. 
By exposing students to a rural team-based practice, they gain understanding 
about how their interests and desires could be met in a rural setting (Tolhurst et al., 
2006). For instance, students who spend time together in team-based training often reflect 
on the educational and professional implications in their own lives. Moreover, these 
reflections help shape the student’s career goals and emphasize the positive experience of 
team-based exposure and thus influence their choice of where to practice (Mu et al., 
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2004). As a result, they may end up thinking, “I could see myself doing the exact same 
thing.” 
Programs designed to expose students to rural settings during and after their 
medical training increases the likelihood that they will return to a rural setting to practice 
(Rabinowitz et al., 2008). Consequently, several programs have been designed through 
the years to incentivize health care providers to live and practice in rural settings. These 
range from federal to state funded initiatives aimed at primary care providers from a 
variety of professions. This next section explores the literature related to such programs 
and their outcomes. 
Incentive programs. One such policy involves incentivizing health care 
graduates to serve in rural and underserved areas through loan forgiveness and loan 
repayment. This type of policy attempts to influence behavior through the distribution of 
funds designed to draw more providers into rural and underserved areas. Lowi and 
Ginsberg (1994) considered this type of policy as a distributive technique of control by 
subsidizing the graduate’s educational loans in exchange for a certain number of years of 
service in a designated Health Care Provider Shortage Area. 
For example, in recognition of the difficulties of recruiting health care providers 
to rural areas, the U.S. Congress developed the first national loan repayment program 
called the National Health Service Corps (NHSC) approximately 30 years ago 
(Whitcomb, 2005). This program has experienced a considerable amount of participants 
with approximately 23,000 clinicians since the program’s inception (Pathman et al., 
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2006). However, a natural question to ask at this point is do funded programs such as 
the NHSC actually help? 
Research has shown that although such a program has provided much needed care 
to some of the most rural and underserved areas, the retention of health care providers is 
less impressive (Geyman et al., 2000). For example, a qualitative study examining 
contentment with staying in a rural community noted that financial incentive programs do 
not take into consideration other motivating elements and thus do not make a significant 
impact in rural health care provider shortages (Mayo & Mathews, 2006). Furthermore, a 
study evaluating the effectives of the NHSC program looked at the retention rates of 
physicians who participated and found that only 21% were still at the original assigned 
practice with only 5% practicing in the same county (Rosenblatt et al., 1996). In addition, 
a similar study found that only 14% of NHSC physicians planned to stay in the same 
practice location for more than five years with only 51% planning to remain in a rural 
setting past the 10-year mark (Pathman, Konrad, & Ricketts, 1994). In supplement to the 
federal government, states have developed their own distributive policies as described by 
Lowi and Ginsberg (1994). 
 State-funded loan repayment programs (SLRP) have a similar purpose to federal 
policies; however, the specifics of such programs are run through state legislatures. As of 
1996, there were 69 such programs across 40 states with an additional 29 programs run 
jointly with the state and federal government (Pathman, Konrad, King, Taylor, & Koch, 
2004). SLRPs have also experienced some success. For example, the satisfaction of 
physicians completing SLRPs was high at 83%; with 90% reporting they would enroll in 
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the program again (Pathman, Konrad, King et al., 2004). Some have suggested the 
broad eligibility criteria of SLRPs leads to a larger number of physicians applying to 
these programs versus federally funded programs (Pathman, Konrad, King et al., 2000). 
Additionally, students who have an affinity for a particular geographic area may identify 
with the local mission of an SLRP choosing to partner with programs designed to help 
communities within their own state borders (Pathman et al., 2000). 
However, one assumption of federal and state distributive policies is that as long 
as the state or federal government is subsidizing the health care provider’s loans they will 
remain focused on their relationship with the distributing agency and not be concerned 
with other more enticing offers (Fowler, 2013). This assumption does not take into 
account other more influential factors such as the provider’s family, spouse or partner. 
Moreover, some suggest having an obligatory commitment to serve in underserved areas 
sometimes forces healthcare providers to stay in areas that they do not want to serve. 
There is often resistance on the part of people in these communities when they know 
somebody is only coming in for a couple of years who is not from the community and not 
invested in the community (Huish, 2013). 
Another assumption of a distributive policy such as loan repayment and loan 
forgiveness is that human behavior can be influenced through a subsidy such as “cash, 
goods, or services” (Lowi & Ginsberg, 1994, p. 389). As previously discussed at the 
beginning of this section, not all providers are influenced in the same way and multiple 
factors including familiarity with a rural community, values consistent with that of the 
provider, lifestyle preferences, leisure interest and a provider’s sense of adventure go into 
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the decision of a health care provider to settle in a rural area (Deutchman et al., 2012; 
Tolhurst et al., 2006). 
As these studies have shown, the decision of where to live and provide care is 
multifactorial. These programs alone cannot meet the growing need for health care 
providers in rural settings (Whitcomb, 2005). Consequently, the increased need for health 
care teams called for by the ACA in rural settings is in serious jeopardy. However, 
perceptions such as lack of professional support, fewer career options, and tension 
between professional health care providers created through a rural experience could lead 
to an unfavorable view of what it means to live and practice in a rural community (J. A. 
Henry et al., 2009). Conversely, there is some research to suggest that exposure to rural 
communities during training increases their likelihood of returning to a rural setting to 
practice medicine (Tolhurst et al., 2006). Similarly, students with no previous exposure to 
a rural clinical setting who undergo a prolonged training experience in such a setting 
were favorably motivated to return to a rural community after graduation (J. A. Henry et 
al., 2009). 
While the government has created policy that gives health care coverage to 
thousands through the ACA of 2010, institutions have largely ignored the need to 
increase rural educational experiences for those who are to care for the newly insured 
population. Therefore, educators have begun to think beyond the classroom and consider 
how they can build upon motives as a way to attract more providers to a rural community 
(Svinicki, 2004). Thus, the next section examines the use of rural training to motivate 
health care providers to live and provide care to a rural community. 
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Rural training programs. It is through training in rural settings students begin 
to construct new knowledge of how a rural community functions and how a health care 
provider cares for the needs of rural patients. Moreover, during rural training experiences, 
students also get to observe those whom they look to as possessing the knowledge and 
expertise they one day hope to have. Throughout this type of learning students develop 
new ways of thinking and begin to directly do what rural providers actually do (Fink, 
2013). Consequently, the question then becomes, how do educators get students to 
understand what it means to deliver care in a rural setting in a way that motivates them to 
return to a rural setting to practice? 
Recently the American Medical Association called for a 15% increase in medical 
school enrollment in an attempt to minimize a projected physician shortage (Norris et al., 
2006). However, the literature suggests without an emphasis on educational programs 
specifically targeted at rural health care provider recruitment and retention, such an 
increase may benefit urban specialized care even more (Chen et al., 2010; Rabinowitz et 
al., 2005). Therefore, rural training programs have been created to help bridge the gap in 
rural health care provider shortages. 
Exposure to rural clinical training gives them an opportunity to spend time with a 
rural medical provider in a setting where they can learn what it means to practice in a 
rural community. As a result, students learn how to function as a rural health care 
provider, ultimately gaining the correct perception that would motivate them to return to 
a rural setting and step into medical practice. For example, medical schools that place a 
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high value on rural training opportunities for its learners have a higher percentage of 
graduates working in rural areas (Chen et al., 2010). 
Individuals create knowledge through the social interactions with each other and 
the culture in which they live and train. Students need to be challenged to construct new 
ways of thinking about team-based practice while integrating into the rural clinical 
culture itself. Consequently, rural clinical training has the potential to create a community 
of practice where students can gain the knowledge, connectivity and experience 
necessary to practice in a rural community as a team. Furthermore, by having students 
experience a rural setting they are exposed to the complexities of a rural community 
where they will see the delivery of health care in new ways. The students become part of 
that specific medical practice, and in the rural setting, they also become part of that 
community. 
Through a cross-cultural experience students grow in their understanding of 
themselves and their own culture in light of a rural community (Jensen & Royeen, 2002). 
Socializing students into the culture of a team as well as the community of a rural setting 
happens subjectively as student’s progress through a series of experiences interacting 
with the environment (Jensen & Royeen, 2002). However, health care education policy 
has been formed around prioritizing training in large urban medical centers rather than 
small rural clinics and hospitals. Therefore, very few policies exist to ensure equity of 
medical training in the rural setting. As a result, a discrepancy exists between the push for 
equity and the actual delivery of the curriculum. As previously explored, a major 
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contributing factor to this inequity is that traditional health care education has not 
prioritized rural training experiences. 
In an attempt to change this tradition, several education institutions have 
developed rural clinical training programs designed to increase the amount of providers 
going into these settings (Jones et al., 2000). Some of the longest standing programs have 
been at the University of Minnesota and Jefferson Medical College (Geyman et al., 
2000). The success of programs at these universities has been well documented with 87% 
and 79% retention of physicians in rural settings respectively (Rabinowitz et al., 2008). 
To take a case in point, a study looked into one such program at Jefferson Medical 
College called the Physician Shortage Area Program (PSAP). This program admitted 
medical school applicants based on their upbringing in a rural community and expressed 
desire to practice family medicine. Through exposure to rural settings as a student and 
encouragement to pursue rural personal and professional goals, the PSAP program 
reported 34% of graduates were practicing in rural areas, compared with only 11% who 
did not participate in the program (Rabinowitz et al., 1999). Additionally, two thirds of 
PSAP physicians remained in a rural setting for 11-16 years after graduation, which is 
considerably higher than the national average of 7 years for all rural physicians who do 
not have a service obligation (Rabinowitz et al., 2005). 
The success of a program like the PSAP highlights the impact a rural training 
program can have. For instance, students who spent time in a rural setting during their 
medical training gained a greater understanding and appreciation for the challenges many 
in rural communities face (Deutchman et al., 2012; Mu et al., 2004). Moreover, 
 59 
environmental factors such as the educational institutions location within a rural state, 
amount of federal funding, and a primary care mission have been thought of as crucial 
when trying to increase the amount of graduates who go into rural settings to practice 
(Geyman et al., 2000). 
Beyond just placing students in a rural setting to train, the amount of time they 
spend in that setting actually matters (Geyman et al., 2000). For example, postgraduate 
RTTs, where a physician spends 2 years of their residency in a rural setting, have been 
implemented in an attempt to equip medical providers with the experiences necessary to 
gain the skills to care for rural communities (Rosenthal, 2000). A study evaluating RTTs 
demonstrated that only 30% of participants intended to stay in a rural setting to practice 
(Rosenthal, McGuigan, & Anderson, 2000). However, in a more current study rural 
trained physicians were three times more likely to practice in a rural setting after 
graduation (Chen et al., 2010). 
In order to better educate a student on the aspects of a rural training experience, 
institutional programs have been designed to immerse students in a rural setting before 
the start of their first day (Deutchman et al., 2012). A recent study examined a program 
where students are given the option to spend a week in a rural community learning and 
interacting with local government leaders, health care providers, and citizens. This gives 
the students an opportunity to experience the nonmedical aspects of living in a rural area. 
Furthermore, by giving students the option to participate in such a rural training program 
they are able to exercise liberty, which is a major education policy value (Guthrie, 2002). 
Study results show that students who choose to participate in a rural immersion program 
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indicate an increased or reinforced desire to practice in a rural community (Deutchman 
et al., 2012). 
Decisions to fund such programs as the ones described in this section come about 
after a careful analysis of cost-effectiveness of the policy objective (Levin & McEwan, 
2001). If the objective is to increase the number of providers in rural settings, the 
decision to invest more time and money on the part of the rural providers on the front end 
may actually pay dividends in the long run. For example, if more providers end up 
returning to the rural setting where they did their training, the benefits to the providers 
who trained them would far outweigh the costs for training. However, the tangible benefit 
may not be realized until many years after the students’ training is completed. As with 
other areas of the government the benefits of educational changes can sometimes take a 
while to be noticed (Fowler, 2013). 
An important implication here is to consider the amount of time needed to prepare 
for a curricular change. One study examined the implementation of a new rural medical 
training program and estimated between three to five years of planning and preparation 
with continuing administrative work extending beyond the initial accreditation 
(Rosenthal, 2000). In addition, requirements for the RTT programs currently do not 
support a year-long continuous training experience in a rural setting. Therefore, 
examination of accreditation standards to allow a more broad definition of what is 
considered a rural versus urban experience has been suggested (Geyman et al., 2000). 
Another significant effect of increased medical training in the rural setting is the 
amount of valuable data that can be collected and analyzed. By bringing rural health into 
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the academic realm the expectation and opportunities for research are created 
(Rosenthal, 2000). For example, indicators such as determining the number of students 
who returned to a rural setting to deliver medical care or measuring a student’s 
preparedness for rural practice are valuable methods to judge the policy’s effectiveness 
(Geyman et al., 2000). Through the evaluation of a policy’s success, valuable data could 
lead to the better use of funds and therefore inform future decision-making in a profound 
way (Cross, 2014). 
A student’s experience in a rural setting as part of their education prepares them 
for life in a rural setting and can create the bridge necessary for a graduate to choose a 
rural setting to continue their practice (Geyman et al., 2000). Furthermore, students who 
participate in rural medical training have a better awareness and regard for the rural 
community itself as well as an increased appreciation for the need to collaboratively 
deliver health care in the rural setting (Mu et al., 2004). 
Team-based education in the rural setting has its benefits as well. For example, a 
study examining an IPE experience in a rural setting showed an increase in the perceived 
value of interprofessional work, an increased awareness and respect for the rural 
community along with a realization of the need for collaboration as a necessity in rural 
clinical practice (Mu et al., 2004). Furthermore, another study looked at a structured rural 
IPE experience and found that students reported feeling accepted and valued as a member 
of a rural health care team. As a result, students expressed a more complete 
understanding of the individual team member roles indicating that IPE should become 
part of the core health professions training (Stone, 2006). 
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Spencer et al. (2015) reported on a rural IPE program involving 14 different 
professions from medicine, nursing, social services, management, physical medicine, and 
mental health. Through focus group interviews as well as post-experience surveys, the 
authors maintain the rural setting is the ideal place for students to learn valuable 
competencies necessary to function on a health care team. Students in the study 
commented on how the rural clinical setting provided opportunities to strengthen 
communication and collaboration skills while learning innovative patient care delivery. 
Through the use of the Interprofessional Care Access Network, Wros, Mathews, 
Voss, and Bookman (2015) indicated students who worked together as a health care team 
serving the most vulnerable in rural and underserved settings provided opportunities for 
“authentic learning experiences” (p. 201). Additionally, IPE programs such as 
Interprofessional Care Access Network have the potential to influence a student’s career 
trajectory through team-based interaction with patients who have some of the highest 
needs. Ultimately, students who experience a rural team-based educational experience are 
in the best position to improve the current health care system and the health of a rural 
community. 
In sum, issues of how a rural IPE experience could foster a desire to live in and 
provide care to a rural community come to the surface. Moreover, the positive effect of a 
rural team-based educational experience on recruitment and retention cannot be 
overlooked (Mu et al., 2004). Despite all of the challenges of providing care in a rural 
setting, “harnessing the potential of rural services to promote students’ interprofessional 
capability” cannot be overlooked (Spencer et al., 2015, p. 390). As a result, the studies 
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outlined here could have a profound impact on how health care professionals are 
trained and prepared to work collaboratively in a rural community. 
As this section demonstrated, there is substantial literature on rural health care 
provider recruitment and retention programs. However, very little research has been done 
on rural training models and the impact of educational programs designed to prepare 
students for rural living and team-based care delivery (Geyman et al., 2000). Moreover, 
some suggest the need for evaluating the effectiveness of rural training programs on 
health care provider recruitment and retention (Mayo & Mathews, 2006). In the end, 
further research has been suggested on how a rural IPE experience provides an ideal 
opportunity for students to develop their potential as a member of a rural health care team 
(Spencer et al., 2015). 
Summary 
The preceding three major sections carefully explored the literature related to 
rural health care provider shortages, the benefits of team-based care in rural settings, 
recruitment and retention of health care providers, and how motivation plays a role in 
provider decisions. These varied approaches shed light on the need for more team-based 
health care providers in rural communities and the educational framework to prepare 
them for such a task. The literature highlighted the history of health care education 
institutions delivering curriculum with a certain level of success for years. As a result, the 
rules and polices of how health care education is delivered leads to health care training 
which does not cross professional boundaries (Morgan, 1998). However, the changing 
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landscape of health care delivery as outlined in the ACA of 2010 necessitates a shift in 
the way tomorrow’s health care provider is educated. 
The need for more health care providers to practice in rural settings, especially in 
team-based practice, is not an easy problem to tackle. As previously stated, the use of 
rural training programs is a way to provide health care professionals with the experiences 
necessary to gain the skills to care for rural communities (Rosenthal, 2000). Therefore, 
examining the educational significance of training health care teams in the rural setting is 
an important topic to explore. As one author exhorts, health care education can play a 
role in preparing health care providers to care of the needs of rural communities (Huish, 
2013). 
Nonetheless, without a shared learning experience health profession students are 
not able to effectively acquire the knowledge, skills, and attitudes required for team-
based health care delivery (Ponzer et al., 2004; Smith et al., 2005). In the end, learning 
about what elements go into having effective rural health care delivery, team-based or 
otherwise, could have important educational consequences (Kazanjian & Pagliccia, 
1996). With the increased emphasis on team-based practice in a rural setting, educational 
experiences designed to place students in such practices help them make an informed 
decision of where to settle after graduation. 
The OHSU Campus for Rural Health is an example of an educational program 
that combines rural training with IPE. By placing students from six different health care 
professions to live, work, and learn together in a rural community; the OHSU “rural 
campus” seeks to impact the health care needs of a rural setting through exposing 
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students to life in a rural community as a health care professional. This study focused 
on the evaluation of students who have completed training within the OHSU Campus for 
Rural Health by asking the following research questions: 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based 
care in a rural setting? 
The educational implications for designing the experience are significant. 
Through the evaluation of students’ experiences in a rural IPE program, health care 
educators can learn about how students perceive living and working in a rural 
community. Furthermore, by investigating student’s perspectives related to the 
modifiable and non-modifiable motivating factors previously discussed, health care 
educators can modify existing programs or design rural team-based training programs 
with the biggest potential to make a difference in the lives of those in a rural community. 
Further research is called for exploring the benefits of training health care teams in rural 
settings. An educational initiative designed to create team-based clinical training in the 








 Chapter 3 of this dissertation explores in detail the methods used to answer the 
three research questions. The background of the problem in practice is revisited first. 
Then, the purpose of the study is discussed along with a review of the research questions. 
Next, a brief description of the research perspective is explored along with the setting for 
the study. Then, a description of the target population, selection, and procedures used for 
participant recruitment is examined. The qualitative and quantitative methods used are 
discussed next, keeping in mind the research questions and how data collection and 
analysis helped answer each of them. Finally, data security and the role of the researcher 
are investigated. 
Problem in Practice 
 The problem of a shortage of health care providers in rural settings is a 
multifaceted dilemma. The need for quality health care delivery is not isolated to the far 
reaches of rural America. Nearly every health care profession experiences a shortage of 
providers in rural areas (Jensen & Royeen, 2002; Mu et al., 2004; Smith et al., 2005). The 
new health care delivery model outlined in the ACA of 2010 encourages team-based 
collaboration in caring for the health needs of a community. Team-based care has proven 
to be an effective delivery model in urban settings (Jensen & Royeen, 2002; Ponzer et al., 
2004). Regardless, rural communities are positioned to benefit from team-based care as 
well (Mu et al., 2004; Spencer et al., 2015). 
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 The focus then becomes the need to adequately prepare tomorrow’s health care 
professionals to step into a changing health care system that is geared toward 
collaboration and teamwork. Furthermore, the growing need for quality care in rural 
settings necessitates the need for health care professionals to be ready to deliver team-
based care to a rural community. Educational models have begun to address the need for 
more team-based training in health care institutions through IPE. However, most IPE 
programs have centered on classroom pedagogy or the urban setting (Ponzer et al., 2004; 
Stew, 2005). 
Purpose of the Study 
Through the years, research on funded programs such as RTT’s, loan forgiveness, 
and loan repayment have focused on outcome data related to the numbers of providers 
choosing to practice in rural settings. Very little research has been done on how a rural 
IPE experience has produced meaningful change a team member’s perspectives of 
practice in a rural setting. Additionally, limited research exists on how changes in opinion 
affect a student’s understanding of what it means to live and work in a rural community 
as a health care provider. Therefore, this study examined student insights of rural life and 
team-based practice as a result of a rural IPE experience. Additionally, this study 
explored the factors that students identify as having the highest and lowest significance 
when making future decisions about where to live and provide care. In order to 
investigate these issues the following research questions were addressed: 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
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3. What factors do students participating in a rural IPE experience consider 
most important and least important in making a decision to practice team-
based care in a rural setting? 
As these questions inquire about the experiences students have related to future 
work environment and work related relationships, Glesne’s (2016) belief that research 
should contribute to the lives of its participants guides the methodological approach for 
this study. Consider how qualitative research study’s methods are chosen based on three 
principles: The method should help gather data that produce understanding of the topic, 
bring in different views on the problem, and use time to gather data efficiently (Glesne, 
2016). As a result, a mixed methods approach was used, which is discussed further in the 
following section. 
Research Perspective 
 The problem of lack of health care access in rural settings and the inadequate 
health care education system to help meet the need has many layers. Therefore, using 
several approaches to understand the issue is necessary. The use of different data 
collection methods that fit together in a compatible way creates a coherent study 
(Maxwell, 2013). Inquiry that avoids committing to a singular approach and embraces 
multiple methods, differing worldviews, assumptions, and various ways to collect and 
analyze data is needed (Creswell, 2009). Furthermore, best practice projects use multiple 
tools to assess the success of intended outcomes (Jensen & Royeen, 2002). Consequently, 
a mixed methods study designed to assess how a rural IPE experience impacts the 
student’s perspective of a health care team as well as a rural community was 
implemented. To this end, research questions one and two were answered through 
qualitative methodology and question three was answered with quantitative methodology. 
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Through both quantitative and qualitative analyses, researchers can account for 
alternative explanations of how a rural IPE experience influences students while at the 
same time increasing validity. To aid in the conceptualization of the study, Figure 3.1 
represents an overview of the workflow design used in this study. The next two sections 
follow the study workflow as outlined in Figure 3.1 and discuss the setting, target 
population, participant selection, and participant recruitment. The following two sections 
continue Figure 3.1 workflow design and discuss the qualitative and quantitative research 
perspective, sample strategy, data collection, instrument (for quantitative approach only), 
and analyses method used to answer the research questions. 
Target Population and Participant Selection 
Students from different health care professions who spent educational time in 
either rural campus location were targeted for this study. Specifically stratified purposeful 
sampling by Campus for Rural Health location and health care profession was attempted 
to ensure an adequate group of participants by both health care profession and rural 
location. All students who spend between two weeks and six months in either the Coos 
Bay or Klamath Falls locations of the OHSU Campus for Rural Health were asked to 
participate in the study via an information sheet and informed consent document. The 
informed consent and information sheet described the study with clear instructions that if 
they do not wish to participate they could decline without any effect on their grade (see 




Figure 3.1. Workflow design model for the study. The circles represent the various 
participants, home plate is the setting for the study, rectangles contain the research 
questions, the hexagon reflects the qualitative method used to answer research question 
one and two, the pentagon represents the quantitative method to answer research question 
three, the ovals denote the type of data analysis for each method, and the square signifies 
the anticipated outcomes of the study. 
 
 
In a mixed methods study, participant selection was done to ensure both the 
qualitative and the quantitative methods have adequate numbers to answer the research 
questions. On the one hand, selecting participants in qualitative research is rarely done 
randomly or with populations large enough to produce sweeping generalizations. Rather, 
qualitative research participants are purposefully selected based on their ability to 
 71 
generate rich data germane to the topic in question (Glesne, 2016; Maxwell, 2013). 
Therefore, qualitative sample sizes tend to be smaller and more reflective of the 
phenomenon of study. Purposefully selecting individuals who can inform the researcher 
of key characteristics of the investigation is a common method used in qualitative 
research (Krathwohl, 2009). For example, selecting participants who are from different 
health care professions, backgrounds, marital status, age, and location of educational 
experience are key to this study. 
On the other hand, representativeness in a sample for a quantitative study is 
important if research results are to have generalizability and be free from bias 
(Krathwohl, 2009). Often this is accomplished through a large enough sample size 
thought of as representative of the population. This type of approach singles out the 
respondent as the subject and seeks to gather every potential individual related to the 
topic of study. Thus, large sample sizes are common in quantitative research studies. 
However, participant recruitment in my quantitative method (Q method) was not 
designed to cast such a wide net that every possible thought, opinion, or consideration 
was represented. Rather, participant selection in my Q study was reflective of the variety 
of opinions on the specific topic of interest (Webler, Danielson, & Tuler, 2009). 
Moreover, the results that emerge are thought of as “generalizations of the attitudes held 
by the persons defining the factors” (McKeown & Thomas, 2013, p. 32). 
The individual participants represent the “arrangement of ideas,” which makes it 
possible for the Q researcher to make inferences that are not far from generalizations seen 
in a large sample randomized control style study. Drawing the comparison to survey 
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research, Q study participants are comparable to survey questions. The careful 
selection of which survey questions are used can be translated to the intentionality of Q 
study participants. Participant selection in a Q study is primarily based on selecting those 
who are most closely tied to the goals of the study and those who have the knowledge or 
experience to help answer the research question (Sexton, Snyder, Wadsworth, Jardine, & 
Ernest, 1998). As a result, the recommended number of participants for a Q study is 
between 15 and 30 (Webler et al., 2009) while others contend a range of 30 to 50 
participants is adequate in Q studies (McKeown & Thomas, 2013). The leading Q 
Methodologist, Brown (1993), advocates that participant sets (P sets) should not exceed 
50 since Q methodology compares patterns within individuals. As a result, large sample 
sizes are not needed to capture the subjectivity of a select population determined by the 
focus of the study (McKeown & Thomas, 2013). 
One of the goals of participant selection is to deliberately choose individuals to 
establish comparisons and illustrate differences (Maxwell, 2013). Given the OHSU Rural 
Campus has two locations, it was important to select participants from each location to 
compare and contrast experiences and illuminate the distinctions of each setting. 
Moreover, given the local practices, values, and circumstantial elements of each rural 
setting, the need for participant selection from each rural community was foundational to 
this study. 
The variety of perspectives to help answer the research question came from the 
mix of different participant health care professions and the setting for their IPE 
experience. Therefore, purposefully sampling research participants was done on the basis 
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of those who were directly connected to the dynamics associated with the topic of 
study (Webler et al., 2009). Furthermore, participants who represented the health care 
professions students, who experienced central aspects of the study such as team-based 
care delivery, IPE, and rural community life, were invited to participate. Maxwell (2013) 
argues selecting participants “that can provide you with the information that you need to 
answer your research questions is the most important consideration in qualitative 
selection decisions” (p. 97). 
Setting for Study: Campus for Rural Health 
 As previously described, OHSU set out to design an education program that 
would combine team-based health care education with the setting of a rural community. 
In September of 2015 the OHSU Campus for Rural Health opened in two rural 
communities with students from six different health care professions (medicine, PA, 
dentistry, pharmacy, nursing, and public health) to live together, train together, and 
experience rural life from the vantage point of a health care provider. The mission and 
vision of the OHSU rural campus is to “develop innovative approaches to optimize the 
health of individuals who reside in rural communities [while] creating an 
interprofessional workforce competent to improve the health of rural populations” 
(OHSU Office for Rural Health, 2014, p.6-7). 
 Health care profession students from OHSU were assigned by their school or 
program an experiential clinical rotation in one of the two Campus for Rural Health sites. 
The medical, PA, and nursing students spent between four and eight weeks in the campus 
and have the same schedule, thus they arrived and finished at the same time. However, 
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nursing students were generally only in the clinical setting three days a week as 
opposed to five days a week for medical and PA students. The dental students spent four 
weeks in the Campus for Rural Health and had varying arrival and departure times. The 
pharmacy students spent a longer period of time in the rural setting by embedding in the 
community for between two and eight months. Public health students have yet to settle on 
a regular timetable for participation in Campus for Rural Health activities but generally 
schedule field placement experiences for three to six months with various start and stop 
periods.  
Once arriving at the Campus for Rural Health, students were given an orientation 
packet with general information on the rural community, an overview of the IPE goals 
and objectives, and instructions on the community project along with weekly debrief 
meeting times. This orientation was done by OHSU Campus for Rural Health staff.  
Additionally, all students were provided a place to live in a university leased multi-
bedroom unit with a common living space.  The housing units at both locations had a 
capacity for up to seven students at a time with overflow housing units available for an 
additional five to seven students if needed.   
 Students were guided through a curriculum that exposes them to team-based care 
delivery and socialization into a rural community along with opportunities to reflect on 
how the experience impacted them as a future health care provider. For example, students 
interacted with the community through a public health focused community project, 
explored interpersonal emotions through reflective journaling, and discussed how to 
approach rural health care issues as a team in weekly debriefing sessions. Therefore, the 
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OHSU Campus for Rural Health provided a unique opportunity to evaluate how a rural 
IPE experience impacted health care profession students from an educational perspective. 
The next three sections follow the workflow depicted in Figure 3.1 from the point 
of study setting all the way through outcomes. The first two sections trace the two 
branches that start with each of the research questions and the method used to answer 
them. The individual method used for each question is discussed separately along with a 
description of data collection and analysis for that method. As the workflow diagram 
concludes, the branches meet again in the third section with an exploration of the 
anticipated results. 
Research Questions One and Two: Participant Experience 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
Data Collection 
To help answer research questions one and two, participant reflective journals 
were collected upon completion of their time in the OHSU Campus for Rural Health. All 
students who participated in the rural IPE experience in the OHSU Campus for Rural 
Health are asked to keep a weekly journal responding to three or four prompts designed 
to capture their thoughts, ideas, and feelings from their experience as part of their 
curriculum. Each student responded to between two and four prompts per week aimed at 
rural health topic, rural community issues, and team-based care delivery in the rural 
clinical setting. 
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At the completion of the participant’s experience in the OHSU Campus for 
Rural Health, an independent research assistant collected the journal, assigned a random 
unique identification number to the journal, and uploaded a select portion of the journal 
to the university secure cloud storage system. The select portion collected for analysis 
focused on the participant’s journal response to two specific prompts. These two prompts 
directly pertained to research questions one and two and were written accordingly: 
• How has working with an interprofessional team of students shaped your views 
on future work with people in those professions? 
• How has the rural IPE experience influenced your perspective on working in a 
rural setting? 
Qualitative Data Analysis 
To help answer research questions one and two, it is important to understand how 
the participants described the environment of a rural community. As a result, descriptive 
coding was used since many of the participants described the rural community. 
Additionally, it was useful to have general descriptions of what makes these communities 
unique to the participants. 
Descriptive coding was used as an initial approach to describe the “basic topics of 
a passage” and was beneficial for detailing and examining “material products and 
physical environments” (Saldaña, 2013, p. 88). This type of coding assisted the 
qualitative researcher in taking what was seen or heard and drawing general ideas from 
the data. Furthermore, descriptive coding was a good approach for recording the products 
participants “experience on a daily basis” (Saldaña, 2013, p. 90). 
Additionally, values coding was used to help answer research questions one and 
two, as it was important to understand the participant’s values, attitudes, and beliefs about 
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a rural community. Values coding was used to capture the participant’s values, 
attitudes, and beliefs about a rural community. Saldaña (2013) indicated these three 
concepts are interrelated and affected by the social and cultural environment the 
participant experiences. As a result, values coding aided in the understanding of how the 
participants thought and felt about the rural community. Moreover, using all three 
constructs aided in defining the participant’s motivation or philosophy of the topic under 
study (Saldaña, 2013). 
Rationale for Journal Analysis 
Understanding how a participant reflects on a rural community and how those 
thoughts lead to actions, aided in the understanding of why rural health care providers 
move to or out of a rural setting. Furthermore, the participants brought with them 
preexisting understandings about a rural community and researchers must learn how to 
engage with those understandings in order to gain valuable insight into the values, 
attitudes, and beliefs (Pellegrino et al., 1999). 
Qualitative analysis of data can be done in a variety of different approaches 
however, the end result should provide the opportunity to discuss, relate, and produce 
increased understanding of the phenomenon under study. The data produced through 
qualitative study lack intrinsic meaning in and of themselves. Hence, one of the goals of 
this qualitative study was to draw significance through continued exploration and 
analysis (Glesne, 2016). 
Reflection through writing has been the vehicle used most often in health care 
education (Arnold, Shue, & Jones, 2002; Bradshaw & Lowenstein, 2013). For example, 
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Wassef, Tuomi, Finn, and Sullivan-Bolyai (2015) reported that reflective journaling 
has been used in nursing education as a way to evaluate how a student's personal ideals 
and views were explored and even accepted after engaging in a clinical learning 
experience. As a result, qualitative data collected through reflective tools such as weekly 
journals helped capture the student’s own description about how the rural IPE experience 
impacted them. 
Tolhurst et al. (2006) used a qualitative approach to analyze the effects of a rural 
educational experience on medical students who grew up in an urban setting. Through the 
use of focus group interviews, the researchers coded interview transcripts looking for 
major themes related to why an urban raised student would or would not choose to live in 
a rural setting after graduation. The authors concluded that previous literature exploring 
variables for why students choose rural settings has been primarily quantitative and the 
use of qualitative methods is useful “to investigate the process of the development of an 
interest in rural practice by urban background students” (Tolhurst et al., 2005, p. 8). 
McNair et al. (2005) conducted a quantitative analysis looking at a rural IPE 
experience for nursing, medical, pharmacy, and physiotherapy students. Through a post 
experience questionnaire the researchers reported students having an increased interest 
pursuing a rural-based practice setting upon graduation. However, the researchers also 
noted that a mixed method approach in the evaluation of a rural IPE experience would be 
“helpful to develop depth in the analysis, particularly to understand the influence of the 
immersion experience and reflective process on learning” (McNair et al., 2005, p. 591). 
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 Mu et al. (2004) used a mixed methods approach to study the effects of a rural 
IPE experience on students from pharmacy, occupational therapy, and PT. Over a 3-year 
period pre and post experience quantitative data were collected on the perceptions of 
teamwork in the rural setting using a validated survey instrument assessing the student’s 
perceptions on how a health care team works together in a clinical setting. Additionally, 
qualitative data were collected during and after the experience through reflective 
journaling and weekly debriefings. The researchers determined that “active learning and 
reflection methods are strongly advocated in interprofessional training, which has been 
shown to lead to better quality care of patient with improved patient outcomes” (Mu et 
al., 2004, p. 130). 
Research Question Three: Factors Related to Participant Motivation 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based 
care in a rural setting? 
To help answer this research question, a quantitative Q method design was used. 
Q methodology supposes that an individual’s subjectivity is a result of their conclusions 
as they view circumstances around them. Thus, the subjectivity measured in a Q study is 
the byproduct of a person’s internal dialogue rather than a researcher’s beliefs of how an 
external measurement tool can be applied. Consequently, the central unit studied by the Q 
method is the individual and how they internally make decisions on complex subjects. 
 Q methodology is not an observation of nature, but “nature exposed to our 
method of questioning” (Heisenberg, 1962, p. 58). Q methodology is similar in theory 
and philosophy to the subjectivity that forms the basis of qualitative research. In this 
regard, it is almost a hybrid approach as its purpose is to objectively measure subjectivity. 
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One of the primary reasons for doing a Q study is to shed light on shared perspectives 
surrounding a particular topic or field of study (Brown, 1993; Webler et al., 2009). Thus, 
when attempting to answer research question three, Q methodology allowed for the 
measurement of the shared perspectives students have concerning the rural IPE 
experience and the multilayered decision making that goes into deciding where to live 
and provide care. 
Q Sort 
In this Q study, participants were asked to sort a set of statements that represent 
factors surrounding team-based care in a rural setting. This ordering of a participant’s 
opinions with the Q sample items is known as a Q sort. Instructions to the participants 
included the notion that each Q sample statement should be interpreted in the context of 
all the other statements in the set. 
Participants were instructed first to read through all of the statements in the Q-set. 
This is thought to give them time to gather the wide range of opinions on the topic and 
sets the context. Next, the participants were asked to pile the statements into three distinct 
categories that represent most agreement, most disagreement, and somewhere in the 
middle as it relates to the statement. Next, participants further refined the sort by placing 
each statement under a provided distribution scale with most agree (+5) to most disagree 
(-5) and neutral (0) in the middle. The resulting frequency distribution represented the 
typical bell curve, and thus, participants were restricted to placing the statements into 
frequency patterns that reflect such a curve. 
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The forced distribution described in a Q sort is not as prescriptive as it may 
seem. Research participants were asked to assign statements in each rank but were 
completely free to decide which statements belong under which rank.  However, they 
were only allowed to place a certain number of statements within each rank. 
Consequently, the Q study participants may have spent extra time carefully thinking 
through each statement and how they responded to it. This moves the analysis toward the 
purely subjective nature of the participant’s Q sort and away from the serial scoring of a 
scale-type evaluation. Thus, the forced distribution is thought of as exclusively statistical 
in that all of the Q sorts have the same mean and standard deviation (McKeown & 
Thomas, 2013). To help understand this process, Figure 3.2 illustrates the Q-sorting 
procedure used in this study. 
An independent research assistant administered the Q sort during the final week 
of that participant’s rural IPE experience. The Q sort was completed and collected via the 
Flash Q® software in an electronic format. The completed Q sorts were de-identified and 
given a unique participant identification number. This unique identification number was 
not the same number given to the participants involved in the qualitative data collection. 
Additionally, demographic data were collected including participant age, gender, if they 
had a rural background, if they had children, if they were married/partnered, health care 




Figure 3.2. The Q sort. A representation of how the Q sort is performed. 
 
When research participants enter into a Q sort they assign meaning to the Q 
sample items as they compare and relate the items based on self-reflection. This approach 
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is reflective of what people do in situations of everyday life—changing channels on the 
television, selecting a meal from a menu, and deciding where to vacation. Everyone 
makes judgments on the value or nonvalue of particular things as they relate to not only 
their own but everyone’s internal ranking system. 
The Q sort can be thought of as a representation of each participant’s vantage 
point on the topic. In the analysis of the completed Q sorts, shared perspectives emerge 
that may actually represent participant rather than researcher bias. As a result, bias is not 
imposed as it potentially would in a survey (Brown, 1993). Furthermore, validity 
becomes less of a factor as there is no outside benchmark used to measure the 
participant’s own viewpoint. Performing a Q sort is another way of asking the 
participants to exercise their opinions about the Q statements through the sorting of these 
statements according to how they feel about them (Webler   et al., 2009). The purest 
sense of subjectivity comes in when the participant sorts these statements because there is 
no right or wrong way to think about a point of view and thus participants are free to 
express that point of view any way they want through the Q sort. 
In contrast to a rating scale type analysis (“most” to “least”), the Q method 
gathers a participant’s subjective views by a forced distribution on a most to most range 
(“most like me” to “most unlike me”). Thus, the zero point or the middle is thought of as 
nondescript and does not carry as much weight or emotion compared to the end points. 
For some people these statements are in a zone of neutrality. This results in a linear 
distribution that is unlike the typical most to least scale because it maintains the zero 
point as central. Consequently, the items in a Q sort sit in close relationship emanating 
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out from a central point of unimportance to the negative and positive extremes of an 
individual’s contextual reaction to statements on the given topic (Stephenson, 1953). 
Q Methodology History 
The origins of Q methodology can be traced back to psychologist and physicist 
William Stephenson, who in 1935 introduced Q methodology as a way to study operant 
subjectivity (Webler et al., 2009). The Q came to be because it represents an alternative 
to the usual R method that is used to find statistical patterns in participant responses 
typically through a correlation coefficient. The letter Q was used to distinguish this 
method as a different approach to studying patterns or traits in participants (Webler et al., 
2009). The main advantage as outlined by Stephenson is the participants are the ones who 
do the measuring for the researcher as opposed to being the ones being measured. 
Furthermore, the core of Q methodology represents a shift from the measurement of 
external observations to the self-ascribed meaning that individuals give to the 
environment presented to them. 
Q methodology is a way to measure the subjective nature of human behavior as it 
relates to a particular subject or phenomenon. Individual subjectivity, also referred to as a 
person’s point of view, is captured through communication on topics of importance. A 
central component of Q methodology is that the observation and extent of an individual’s 
point of view can only be made themselves (Stephenson, 1972). As Brown (1993) stated, 
“subjectivity is ubiquitous, and Q methodology provides for its systematic measure”     
(p. 110). 
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Sexton et al. (1998) studied the subjective benefits of an early childhood 
education program using Q methodology. The researchers sought to determine related 
and distinct perspectives about a new educational program’s effect on families. Q 
methodology was specifically chosen to determine if certain elements were associated 
with the unique viewpoints expressed. The study concluded that Q methodology is 
“extremely useful when early interventionists are interested in assessing the 
characteristics or predilections of individuals they serve or the shared perspectives held 
by consumers, teachers, and so on” (Sexton et al., 1998, p. 106). 
Pruslow and Owl (2012) employed Q methodology to evaluate how graduate 
students in education make significant connections between the classroom and the field. 
In other words, the Q approach was used to engage students in meaningful reflection 
about their field experiences and how it is connected to classroom instruction. It was 
believed the Q method opened the student’s minds to how theory might actually be tied 
experiential factors that may otherwise have been disregarded when completing 
curricular requirements. Q methodology was so successful for Pruslow and Owl that they 
began to recommend it to other instructors “who seek to better integrate classroom 
instruction with their students’ field experiences” (p. 388). 
In sum, the central aspect of a Q study is to maintain the subjective nature of the 
individual by elevating them as the only one that can correctly discern his or her 
experience. Moreover, the participant’s subjective experience is rooted in self-reference 
and shared through external and internal communication. Therefore, Q methodology 
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attempts to align with that stream of communication within an individual and measure 
their agreement or disagreement with representative statements known as a Q sample. 
Concourse to Q Sample 
Individuals exchange a wide range of beliefs, ideas, and opinions about various 
subjects and topics through the course of their everyday lives. This stream of 
communication is representative of the volume of discussion on the topic and is referred 
to as a concourse (Stephenson, 1980). The concourse can be thought of as a sample from 
the universe of subjective statements on the topic under study. More than one individual’s 
thoughts, feelings, and emotions about a particular subject or experience are important 
when conceptualizing the concourse. 
In previous Q studies, multiple different sources have been described as 
contributing to the concourse. In-person interviews, statements from individuals central 
to the area of study, written narratives, professional literature, and even nonlinguistic 
areas such as the arts or music have been suggested (McKeown & Thomas, 2013). For 
example, Brown (2006) used written narratives from students as they reacted to stories 
about the subject of study as the basis for statements that made up the Q sample. 
Conversely, McKeown and Thomas (2013) stated that published research can easily take 
the place of an in-person concourse gathering technique as it provides viewpoints that are 
naturalistic. 
Stephenson (1978) asserted “all subjective communication is reducible to 
concourses, whether in the sciences, the arts, or any other domain” (p. 24). The concourse 
makes up the building blocks of the subjective nature used in a Q study. Similarly, 
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research using discourse analysis relies heavily on the discourse itself as a central 
component. Therefore, Q researchers look to the concourse in the same way. The 
concourse is foundational to developing the Q sample just as the conversation is to the 
discourse analysis. 
The concourse for my study came from two main sources – the extensive 
literature review done as part of this paper and previous de-identified reflection journals 
and feedback originating from health care profession students who had experienced rural 
IPE at some point in their training. Thus, Q statements used to compile the Q sample for 
this study are believed to be representative of the topics of rural, rural health care, team-
based health care, and rural IPE. The concourse of my literature review and prior student 
reflections provided extensive communication from which to draw from when developing 
the Q statements.  
Approximately half of the Q sample was developed using structured sampling 
made up of statements culled from the literature review. This ensured Q samples 
contained statements already found to be central to the topic of study. For instance, issues 
of rural health care, team-based care delivery, IPE, motivation, and the elements 
associated with the recruitment and retention of health care professionals to rural settings 
were included. As a result, participants were given a wide array of statements that they 
may have found difficult to express or perhaps have not even considered. 
For the remaining half of the Q sample I used an unstructured sampling technique 
with statements coming from the previous journals and feedback on rural IPE. Through 
the use of these statements, the Q sample was partially made up of the “student voice” of 
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those who have had a rural IPE experience. Thus, it is a representative sample of the 
exact population that ultimately made up my study. Webler et al. (2009) contended that 
gathering statements directly from those being studied ensures the concourse reflects 
people’s subjective understanding of the topic. By using statements from individuals as 
the concourse, the Q sample reflected the actual phrasing of the individual as closely as 
possible. This helped ensure the subjective nature of the Q sample is representative of the 
actual context. 
McKeown and Thomas (2013) described the two methods of Q sample 
composition: unstructured and structured sampling. Unstructured sampling takes 
communication that is not produced as the result of explicit experimental design but yet is 
part of a bigger discussion whereby theoretical principles have yet to be produced. The 
argument against using unstructured sampling is that it will potentially miss areas of the 
conversation resulting in a concourse that is either over or under sampled (McKeown & 
Thomas, 2013). 
On the other hand, structured sampling quiets these concerns, as the concourse 
from which the Q sample is derived is the product of comprehensive and theoretical 
design and thus representative of the communication surrounding the issue at hand. As a 
result, the Q samples from a structured sampling technique are believed to minimize 
researcher bias since the only influence is on what statements are eventually selected and 
not what words make up those statements. In the end, both structured and unstructured 
sampling in Q sample development have been deemed valid (McKeown & Thomas, 
2013). 
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For the creation of my Q sample, eight categories were used to organize the 
statements. The categories are Social, Personal, Professional, Team, Education, 
Community, Familiarity, and Motivation. These categories represent the main topical 
areas found in the literature surrounding rural health care, perspectives of rural 
communities, and health care education. Approximately 7-10 statements were placed into 
each of the eight categories resulting in a total of 70 statements. 
It is recommended that Q sample statements are independent sentences that have 
just enough variety in their interpretation but not too much that it becomes difficult to 
compare the subsequent perspectives. Moreover, the use of a standardized preset Q 
sample is not recommended as it takes away from the subjective foundation of this type 
of methodology (Webler et al., 2009). The goal is to have a Q sample that is as natural to 
the language of those involved in the discourse but broad enough to include the multiple 
viewpoints thereby maintaining the subjective representation of the topic studied 
(McKeown & Thomas, 2013). 
Instrument: Q-Set 
The Q-set for this study was created after carefully reviewing the completed Q 
sample searching for duplicative statements and those not germane to the research 
questions. This resulted in the revision or elimination of some of the Q sample statements 
and served as the basis for the development of the Q-set. Furthermore, an independent 
researcher in health care education well versed in Q methodology reviewed the initial 70 
statements to ensure the statements accurately represented the concourse but did not 
contain excess meaning. Ultimately four to five statements were chosen from each of the 
 90 
eight categories believed to represent a wide range of communication about the topic 
of study (see Appendix B for the final Q-set). 
Krathwohl (2009) explained the validity of a research instrument is increased with 
evidence that its content is measuring what it intends to measure. Furthermore, the 
instrument can be analyzed to show that it does in fact representatively sample the 
intended subject matter. For example, in the development of a Q-set, two sources of 
evidence for validity are reported (Webler et al., 2009). 
First, Q samples are intended to have multiple meanings and interpretations to 
allow for the subjective measurement of the participant’s viewpoints. The objective 
measurement of the participant’s subjectivity is a hallmark of Q methodology (Brown, 
1993; Stephenson, 1972). Second, statements should be representative of the total 
concourse related to the topic of study. This is achieved through the structured and 
unstructured sampling approach to determine the Q sample previously discussed. 
Consequently, the Q-set emerges by choosing a certain number of Q sample statements 
from each of the categories created (Webler et al., 2009). This ensures the Q-set is a 
representative sample of the topic of study, thus providing evidence for instrument 
validity (Krathwohl, 2009). 
Webler et al. (2009, p. 10) suggested that a Q-set be made up of a “small number” 
of Q sample statements. While an explicit number is generally not prescribed, if a Q-set 
is drawn from a Q sample that includes roughly eight categories, choosing four to five 
statements from each category would result in approximately 32-40 statements in a Q-set. 
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Hence, eight categories each producing a range of 32-40 statements served as a guide 
for creating my study’s Q-set. 
Table 3.1 represents a sample of the Q-set used for this study. The first column 
contains the Q sample statements. The organizational categories make up the middle 
column. The final column contains the source where the statement was found. 
 
Table 3.1 
Sample of the Q-Set 
Statement Category Source 
Time and sustained presence in a 
community helped build trust and 
familiarity. 
Social L. R. Henry and Hooker (2007) 
Working together in the clinic 
serves as great “peer” support that 
is needed. 
Team Student reflection journal 
Rural communities have limited 
funds which restrict what care can 
be provided. 
Community Student reflection journal 
IPE leads to a greater 
understanding of my own role on 
the health care team. 
Team Ponzer et al. (2004) 
The availability of outdoor 
activities attracts me to the rural 
setting. 
Personal Student reflection journal 
The most effective rural IPE 
allows for engagement in the 
community. 
Education Deutchman et al. (2012) 
 
 
Q Sort Analysis 
The end goal of the Q researcher is to evaluate the fundamental meaning of why 
participants sorted the Q statements the way they did and if there are any similarities 
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amongst the Q sorts. In Q methodology this is called factor analysis. This is achieved 
through comparing completed Q sorts searching for patterns of agreement and 
disagreement. In Q methodology, factor analysis is the process used to accomplish this 
goal. To put it another way, factor analysis is the statistical description of the way in 
which participants group themselves when they do a Q sort. In a Q study, factor analysis 
can be broken down to a statistical lens applied to the similarly (or dissimilarly) of Q 
sorts (McKeown & Thomas, 2013). Complete Q factor analysis involves a four-step 
process using correlation, factor rotation, factor scores, and a factor array (McKeown & 
Thomas, 2013). This four-step process is employed using the PQMethod, version 2.35, 
software program developed by Schmolck (2014a) specifically for the analysis of Q sorts. 
It allows the researcher to enter the exact Q sort of each participant directly into the 
program.  The software calculates inter-correlations among the Q sorts along with 
participant Q sort patterns that emerge (Schmolck, 2014b).  This correlational matrix 
forms the basis for Q methodology factor analysis using the four-step process described 
in detail next.   
Correlational analysis. First, completed Q sorts are entered into the software 
program and analyzed looking for similar sorts in an attempt to identify patterns that 
emerge. When a pattern of participants sorting in a similar way emerges, there is believed 
to be a high correlation among those Q sorts. A high correlation of similar Q sorts is 
thought to represent an important variable or perspective of the topic of study. In Q 
methodology this variable is also called a factor. Thus, the first statistical output is the 
production of multiple perspectives or factors of correlated Q sorts. The PQMethod 
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program displays this in what is termed an un-rotated correlational matrix. This matrix 
identifies Q sort patterns, groups them together into perceived shared viewpoints or 
factors, and gives the correlation coefficient for each participant in relation to that factor. 
It is from this initial un-rotated correlational matrix the Q researcher identifies the factors 
with high correlation to examine in greater detail. 
Factors that emerge from the un-rotated correlational matrix are scrutinized to see 
which ones have a high number of participants who correlate to that factor. Again, the 
correlation coefficient by the PQMethod software represents how similar each 
participant’s sorting pattern is in relation to the other participant’s sorting pattern when 
grouped around a single factor. The decision of how many factors to retain and rotate is 
determined by the Q researcher using a correlation coefficient cut-off. 
Brown (1993) described using a correlation coefficient cut-off in Q methodology 
by first calculating the standard error using the equation 1/√(N), where N is the number 
of statements in the Q sort. Since there are 36 Q statements, the standard error in this 
study is .16 (1/√36 = .16). Further, correlations are generally considered statistically 
significant if they are 2.5 times the standard error (Brown, 1993; McKeown & Thomas, 
2013). As a result, the cut-off for correlation coefficient statistical significance is greater 
than or equal to .40 (2.5 x .16 = .40). In order to avoid having factors that are driven by 
just one or two participant Q sorts, the cut-off was used to decide how many factors to 
preserve and rotate. Typically, two to five factors are retained to undergo further analysis 
through rotation (Webler et al., 2009). 
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Factor rotation. McKeown and Thomas (2013) maintained the best way to 
identify a particular factor is to slightly change its meaning or rotate it within the 
correlational matrix to obtain higher correlations. To put it another way, “what rotation 
effects is a change in the vantage point from which the data are viewed” (McKeown & 
Thomas, 2013, p. 55). This is done to maximize the saturation of as many participant Q 
sorts on one or other of the factors initially produced. 
Using the previously described correlation coefficient cut-off the Q researcher 
identifies which factors are to be retained and instructs the PQMethod software to rotate 
only those factors. In the end, the greater the number of participants who correlate to a 
particular factor at a significant level, the greater chance that factor will represent the 
shared perspective of the group. It is common for a Q researcher to identify different 
groups of factors to rotate in an attempt to find the highest number of participants who 
load on a single factor while at the same time minimizing the number of participants who 
load across multiple factors (McKeown & Thomas, 2013). 
Factor scores. Next, once the correct number of factors is identified and rotated, 
the software program produces factor scores. Factor scores represent the previously 
described saturation or loading of a participant’s Q sort on a particular factor. In other 
words, participants who load highly on that factor are believed to be representative of that 
shared perspective (McKeown & Thomas, 2013). The Q researcher must determine how 
high a factor loading should be to be considered significant. Webler et al. (2009) 
suggested the statistical significant cut-off for factor loading be calculated by the 
equation 2.58/√N, where N is the number of Q statements. Therefore, factor scores 
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greater than +/- .43 (2.58/√36 = .43) are considered statistically significant for loading 
on a single factor in this study. 
Participants who have statistically significant factor loadings on only one factor 
are then grouped together with other participants who load on only that same factor. This 
produces a cohort of participants who share the factor, or in other words, share the 
perspective. The Q researcher then identifies what participants significantly load on a 
single factor and instructs the software program to group these participant Q sorts 
together for the final stage of analysis, the construction of factor arrays. 
Factor array. The PQMethod program produces a factor array by using all of the 
participant Q sorts who loaded at a significant level on that one factor. The resulting 
factor array is actually a reconstructed Q sort representative of the group’s shared 
perspective. To put it another way, the factor array is considered to be a generalization of 
the participant’s subjective belief surrounding that particular issue. Therefore, the factor 
array can give the Q researcher clues into the group’s shared perspective though the 
inspection of the representative Q sort itself and the examination of the participants who 
make up that group. 
In order to move into the interpretation, the factor array is assessed to identify 
where along the sorting grid each Q statement is placed in accordance with each factor or 
perspective. Through the examination of how the statements are sorted, the researcher 
begins to identify the elements within the sort that are most important and least important 
to this factor or shared perspective. Additionally, the researcher begins to define the 
perspective in a way that would have been difficult to extract without this analysis. This 
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shared perspective along with the elements that go into identifying it, are the 
cornerstone of Q methodology interpretation. As a result, the researcher through looking 
at participant demographics, the factor array, and the idealized Q sort defines the shared 
perspective themselves, not the software program. Further, the researcher using key Q 
statements and their corresponding placement on the factor array creates a sketch of the 
factor.  The researcher then uses this information to paint a picture of the typical 
participant found in the factor group through a first-person fictional account of their 
experience called a factor monologue. This process is used to discuss the Q method 
results in Chapter 4. 
Q Method Significance 
It is important to keep in mind that whatever perspective is under scrutiny, the 
contextual significance should be viewed within the context of the research problem. 
McKeown and Thomas (2013) noted that special attention be given to the wider context 
and how the pattern is situated within the particular system under study. Critics such as 
Comrey and Lee (1992) have suggested that Q methodology inquiry is little more than an 
inverted factor analysis. However, the factoring in a Q study compares person to person 
instead of person to traits or variables. Stated differently, Q methodology places the 
emphasis on the “factoring of persons [and is] premised on a common unit of 
measurement, namely, self-significance” (McKeown & Thomas, 2013, p. 49). 
That which a Q study participant centers on is the importance of a particular 
statement to the individual alone. As a result, the effect of one statement rated greater 
than another now takes on meaning for quantitative purposes. This approach aids in 
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analyzing patterns within the participants rather than from participant to participant 
(Brown, 1993). In sum, interpretation of the factors and factor arrays is noted to be the 
most difficult part of a Q study. How a researcher makes sense of the data is contingent 
upon their familiarity with the current theories and hypotheses found in the larger 
conversation surrounding the subject of study (McKeown & Thomas, 2013). 
Data Security 
The use of informed consent gave the opportunity to disclose all the information 
necessary for study participants to make the choice about whether or not to participate 
(Glesne, 2016). The students were informed that their feedback and reflections were 
being used in a research study to evaluate their experience in the OHSU Campus for 
Rural Health. Additionally, reassurance was provided that feedback and reflections would 
not be analyzed until after the student had completed their experience and the course had 
formally ended. 
Two independent Research Assistants who de-identified the data before sending it 
to the researcher conducting the study did all data collection. The only possible 
identifying information was the demographic data collected (age, gender, rural 
background, children, marital status, health care profession of study, and location of rural 
experience). All collected data are kept on a university secured cloud storage system 
(OHSU box.com). Only the researcher had access to the data via the password-protected 
storage system. Data were kept until completion of the study, which is anticipated to be 
one year. Once the study has concluded, all data will be permanently deleted and 
destroyed from any electronic storage system. 
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How data are secured during a research study is a key consideration during the 
proposal process. Krathwohl (2009) has suggested that to ensure confidentiality of 
research data “steps must be taken from the outset of data collection to make sure that 
participants are not at risk” (p. 214). Furthermore, anonymity or the protection of a 
participant’s identity must be confirmed from the beginning of a study. Breaches to data 
security can cause serious violations of privacy and have the potential to induce legal 
consequences. 
Role of the Researcher 
 The role of the researcher is somewhat defined by the context of the study itself. 
Things like methodology, participants, and the researchers own characteristics determine 
what type of position and function the researcher will take (Glesne, 2016). A well-
designed study seeks to acknowledge the researcher’s own beliefs and assumptions 
surrounding the field of inquiry. Furthermore, exploring how these values and 
expectations influence study design and conclusions is a major part of a research study 
(Maxwell, 2013). Consequently, this section assesses the role of the researcher in this 
study as a participant observer in the field of health care education at the participating 
institution. 
Glesne (2016) described a continuum on which the participant observer sits at any 
given point in the research process. This continuum is made up of the researcher whose 
full participation is central to the research process on one end, while the other end 
contains the researcher who almost exclusively observes the phenomenon of study from 
the outside. Different parts of the study necessitated the researcher to move up or down 
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the continuum as data were collected and analyzed. As a result, the study’s 
environment has a direct impact on the researcher’s location on the continuum (Glesne, 
2016). 
Dynamic Environment 
The context of this study involved health care students from three different 
professions (medicine, PA, dentistry) all from the same university. The environment 
involved two different rural communities in southern Oregon with unique characteristics. 
The clinical settings varied depending on the type of student, clinic, hospital, or 
community agency. The amount of time each student spent in the rural setting was also 
dependent on the profession specific education requirements. Thus, the context tended to 
be varied and continually changing. 
As a health care educator for the last 10 years, I have experience in training health 
care providers in a variety of settings. The last 4 years have been devoted solely to 
clinical training of PAs in urban and rural communities. Moreover, I have spent a 
significant amount of time in rural settings interacting with key stakeholders who serve as 
clinical educators for my students. My involvement in the OHSU Campus for Rural 
Health Leadership Committee has given me a unique perspective into the development of 
a rural IPE program and the factors associated with its maintenance. This experience has 
given me a view of health care in a rural community and the perceived impact of clinical 
training as a team in the rural setting. As a result, I found myself more on the participant 
end of the continuum. 
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On the other hand, I am also involved with student assessment and evaluation 
experiences in the rural setting through on-line teaching methods. I have spoken to 
multiple students about their experiences in the OHSU Campus for Rural Health as well 
as other rural communities. I serve as an advisor for a group of four PA students who 
have all spent extensive time in rural clinical training as well as rural IPE. Additionally, 
my role as the coordinator of the PA student clinical training has given me a perspective 
of how PA clinical training pedagogy has evolved over the course of the last four to five 
years. Consequently, these experiences have necessitated more of an observer role in how 
rural clinical training and IPE impact students. 
Researcher Bias and Reactivity 
One of the biggest threats to a study’s validity is researcher bias. As previously 
discussed, all researchers bring with them a set of beliefs and assumptions that influence 
the lens by which they view the study. However, understanding and acknowledging how 
the researcher’s subjectivity translates into potential biases is an important part of mixed 
methods research. Furthermore, reducing or suspending researcher bias is a central 
component of this research study (Maxwell, 2013). 
The other component to reducing validity threats is that of reactivity. The term 
reactivity refers to the influence of the researcher on the setting and participants in the 
study (Maxwell, 2013). The extent to which reactivity plays a role in validity depends on 
how involved the researcher is in the components of the actual environment. The 
participant observer continuum is again important here as the researcher seeks to 
understand where they find themselves when evaluating reactivity. The goal is not 
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necessarily to eliminate reactivity in a mixed methods study. Rather, the researcher 
seeks to understand how to use their role, as dynamic as it may be, in a productive way 
(Maxwell, 2013). 
My role as an educator with experience in IPE and rural health care training has 
led to theories and expectations about the impact of a rural IPE experience on health care 
professionals. Having seen the impact of a rural training experience on a student, may 
have led to the assumption that students involved my study will have a favorable 
response to a rural IPE experience. Furthermore, my involvement with students who have 
experienced IPE has also lead to the belief that team-based training results in a more 
favorable view of the work environment and health care delivery system. Lastly, my own 
professional experience as a PA, having worked as part of a health care team for nearly 
16 years, influenced my perception of how team-based care delivery positively impacts 
patient care and health care provider burnout. 
My role as an advisor to a group of PA students as well as coordinator of PA 
student clinical activities may have led to the PA students feeling as though they were 
required to participate for fear of receiving a poor grade or future clinical placement. 
Moreover, participating PA students may have been influenced to tell me what I wanted 
to hear when doing reflective journaling or the Q sort since I am in a position of 
authority. The role I have as a member of the OHSU Campus for Rural Health 
Leadership Committee also has the potential to impact the context or environment of the 
study. Through my involvement in the development of the rural IPE program, I have been 
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able to lend my voice to how the clinical experiences are structured and which types 
of evaluation mechanisms are in place. 
In general, my experience of growing up in a region of the U.S. where many of 
the rural behaviors outlined in Chapter 2 of this paper (hunting, fishing, pragmatic 
lifestyle) were accessible to me may have led to a bias toward viewing a rural community 
as a desirable place to live. Moreover, much of my childhood involved hours of leisure 
and recreational activities situated in rural communities in my home state. As a young 
adult, I viewed rural life as a place where one could interact with the environment and 
experience the beauty of nature in its most pristine form. Consequently, my background 
of placing a high value on those activities that are often found only in a rural setting has 
created a bias that rural communities offer a life that is more desirable. 
This had potential to influence how I analyzed the data collected in this study. As 
a result of my upbringing, I have a more favorable view of rural life. I may have been 
more likely to interpret a student reflection journal as a positive experience in a rural 
community or be drawn to influential factors that would lead to a student choosing rural 
over urban living. Furthermore, my bias toward a rural life could have led to conclusions 
or recommendations from that do not reflect the participants’ true judgment of what it is 
like to live and provide care to a rural community. 
 As previously stated, the goal of the researcher is not to completely eliminate 
bias or reactivity, but to minimize the amount of influence each and understand the 
potential effect on data collection and interpretation (Maxwell, 2013). To address the 
potential of reactivity, all participant data were de-identified so the students felt free to 
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share their experiences in the data collection phase. I feel the benefits of the gathered 
demographic data outweighed the potential for researcher reactivity in this area. 
Additionally, the informed consent clearly stated that the student’s decision whether or 
not to participate would have no influence on their grade or subsequent educational 
experiences. 
In order to address potential researcher bias, respondent validation through 
member checks was done. Using some of the participants themselves, or what Glesne 
(2016) has called “member checking” (p. 212), verified the interpretation of the 
qualitative data was in-line with what the participants had intended. The process of 
asking the study participants to provide feedback on my interpretation of the data was an 
important way to ensure I was not misrepresenting what the participants said. Moreover, 
member checking aided in the identification of my biases and errors in what I have 
observed (Maxwell, 2013). In sum, the role of the researcher was an important 
consideration when designing this study. How that role was defined and what the 
potential outcomes of that role were on the study’s participants and data interpretation is 
a central component of this study. 
Conclusion 
This chapter examined the methods used to answer the research questions posed 
as part of this study. The three research questions are: 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
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3. What factors do students participating in a rural IPE experience consider 
most important and least important in making a decision to practice team-
based care in a rural setting? 
This study employs a mixed-methods design evaluating the experience of health care 
professions’ students as they engage in rural IPE. Stratified purposeful sampling was 
used to ask Health care professions’ students who spend between one and four weeks in 
either the Coos Bay or Klamath Falls locations of the OHSU Campus for Rural Health to 
participate in this study. Literature was explored related to qualitative and quantitative 
data methodology. Specifically, prior research outlining the benefits of using reflective 
journaling as well as Q methodology was discussed. 
Qualitative data were collected as part of participants’ reflective journaling as 
they processed their rural IPE experience. Specifically, journaling data were collected in 
response to the following two prompts: 
• How has working with an interprofessional team of students shaped your views 
on future work with people in those professions? 
• How has the rural IPE experience influenced your perspective on working in a 
rural setting? 
Journaling data were then coded using descriptive and values codes to shed light on how 
the rural IPE experience molds the views and perspectives of health care professions’ 
students. For instance, how does being educated alongside other health care profession 
students influence a student’s decision of whether or not to return to the rural setting to 
live and work. Participant’s Q sort data were also collected to help identify what unique 
elements are given high and low consideration when a health care profession student 
graduates and is choosing where to settle and provide care. 
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 The next chapter of this dissertation presents the data collected as part of the 
mixed-methods approach just described. Results of journal coding and completed Q sorts 
are examined using the analytic approaches discussed in this chapter. Lastly, Chapter 4 









Chapter 4 contains the results and initial analysis of the data collected as part of 
this study. To review, this dissertation analyzed the health care profession student 
experience through a mixed method approach designed to answer the following research 
questions: 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based 
care in a rural setting? 
Participants’ reflective journaling was used to help answer research questions one and 
two. These data were coded using descriptive and values coding. A Q sort performed by 
the participants at the conclusion of their rural IPE experience was used to explore 
research question three. Factor analysis was performed on the completed Q sorts to 
determine which elements play an important role when making decisions of where to live 
and provide care. 
The participants for the study were from one of two rural campus locations and 
from one of four health care professions (medicine, PA, pharmacy, and dentistry). Sixty-
three students spent between one and five weeks of their clinical training in either of the 
two rural campus locations between June and December 2016. A total of 30 students 
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consented to participate in the qualitative data portion and a total of 45 students 
consented to participate in the Q method data segment. Given there were 63 students who 
were in either location of the OHSU Campus for Rural Health during the data collection 
period, a minimum of 12 participants supplied data for both the qualitative and the 
quantitative aspects. It is entirely possible that number was higher, but corresponding 
data were not collected that would have linked the two participant data sets together. 
Research Questions One and Two Analysis 
 Participant journals were collected specifically in response to the following two 
prompts: 
• How has working with an interprofessional team of students shaped your views 
on future work with people in those professions? 
• How has the rural IPE experience influenced your perspective on working in a 
rural setting? 
Only the portion of the journal corresponding to these two prompts was collected. Once 
the participants finished their rural IPE experience, an independent Research Assistant at 
each rural campus location collected their reflective journaling via an on-line course 
management system, de-identified the journal, and uploaded it to a secure cloud storage 
system where I retrieved them for coding and analysis. All health care profession students 
who were in Coos Bay or Klamath Falls between June 26 and December 16, 2016, were 
asked to participate in the qualitative data collection. A total of 30 students consented to 
participate in the qualitative data collection at which time data collection ended. 
A journal coding table was created to organize each participant’s journaling and 
provide space for coding (see Appendix C). No demographic data were collected as part 
of the journaling. If a participant identified themselves by a certain health care profession 
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or by location of experience, it was entirely of their own accord and was not required 
as part of the journaling exercise. Some portions of the participant journals were actually 
responses to classmates’ journal postings as part of an on-line discussion board. These 
particular journal entries are indicated through the use of italics in the coding table. First 
and second pass approach was used to verify all possible descriptive and values codes 
were captured. Codes in qualitative data analysis can provide the necessary groundwork 
for meaningful reflection on what the data means. Therefore, choosing the types of codes 
to use for this study was done with purpose and intention to help answer the research 
questions. 
Descriptive Coding 
The first type of qualitative coding used was descriptive coding. This type of 
coding was used to draw general ideas for how participants described material products 
or the physical surroundings. Special attention was given to how they uniquely described 
the environment of a rural community. Terms or expressions used to depict what the 
participants tangibly worked with, saw, and experienced on a regular basis formed the 
foundation for this type of coding. Descriptive words and phrases were marked with a 
superscript “1” to indicate a descriptive code was derived from the journaling. Marked 
words, terms, expressions, or phrases were then entered into the journal coding table 
previously described (Appendix C). An example of the descriptive coding applied to 
study participants is found in Table 4.1. 
Table 4.1 
Descriptive Coding With Examples 
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Participant 3: I do think that the experience of working in the rural setting has 
been very eye-opening (in a good way). I was pleasantly surprised at how 
warm and earnest1 the people in this town have been, and have been 




Participant 17: Before this rotation, I assumed my future career would be in a 
large suburb because I have always lived in that type of setting. However, the 
incredible patient interactions and relations I have built with other 
professionals in this small1 and charming town1 of Coos Bay has made me 
reconsider where I would like to work. I genuinely enjoy my time here, and 
the gorgeous1 coastline makes it even easier to stay another rotation longer. 
Collaborative 
Informative 




Participant 22: The rural IPE course further showed me that the PA/MD 
relationship is more collaborative than hierarchical1. Between IPE and the 
ICAN program, this was the first time I had worked with dental students. It 
was great to hear them explain the importance of dental health and show the 
client how to use their equipment1. I talked with patients who were ranchers, 
farmers, who worked in slaughterhouses, who hunted, and who lived miles 
from anyone else.1 I did not have any of these experiences growing up outside 
of Washington, DC. The people were nice1 and had no problem answering my 
questions about living out here. I also liked how many of the providers knew 
each other given that it was a smaller community,1 and I felt there were more 
collaborative relationships. It didn’t hurt that the lakes and parks were 
beautiful1 too. Overall, the Klamath rural experience increased the likelihood 
that I would work in a rural setting. 
 
 
Descriptive Coding Themes 
 Participant descriptions of the rural IPE experience, rural community, and 
environment were reviewed multiple times searching for repeated words or phrases. 
However, I did not simply count up repeating words in an attempt to generate a theme. In 
other words, I was not just looking for patterns but how those patterns could tell me 
something about the themes and categories that were emerging. I wanted to get a sense 
for how the rural environment was viewed from the participant’s perspective. As a result, 
I developed a descriptive coding table (Table 4.2) according to the themes I saw 
developing along with the actual descriptive codes used to create those themes. Overall I 
noticed both a humanistic perspective as well as a health care provider perspective 
evolving from four subthemes. 
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Table 4.2 




































Descriptive Coding Theme Discussion 
 Participants described the environment of the rural community in terms that were 
generally positive with a warm thematic tone. They felt the rural community was 
genuinely excited they were there and displayed a sense of openness and acceptance 
toward them. Participants remarked about the close nature of relationships within families 
and community members. This was viewed as the basis for enduring hardships and the 
difficulties rural communities face. “To me, that community cohesion is the strength of 
this community; people know each other well enough to enquire and hold one another to 
account” wrote Participant 18. A general feeling of resolve leading to strength not found 
in larger communities was also described. Participants saw rural citizens as resourceful 
and genuine with a sense of togetherness. However, there was also an undercurrent that 
those who live in a rural setting are this way because they have to be. 
 Some participants described the rural setting with negative connotations leaving 
more of a cold thematic impression. Although not very prominent, some participants 
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described feeling like at an outsider creating an “Us vs. Them” type of mentality. 
Feeling like the town was disconnected and physically far away from everyone else was 
also described. The participants referred not only to the geographic location of a rural 
community but also in contrast to the more unified impression described in the previous 
paragraph, noted feelings of isolation. Some participants noticed rural communities have 
a dichotomy of social interdependence up against the face of secluded citizens with little 
or no contact with others. 
 Participants observed people from rural communities dealing with extremely 
difficult circumstances leading to suffering and even despair. As a result, participants 
viewed the rural community as having a lot of needs with very limited resources. Poverty 
was described multiple times as a main contributor to difficulties faced by rural citizens. 
Lack of adequate health care resources and lack of access to the local health care system 
was noted as contributing to, or as a result of, the cold thematic expressions discussed. 
For example, Participant 10 wrote, “Back on the hill in Portland, it’s relatively easy to 
find resources, whether for patients or for working on community projects. However, in 
rural communities, where such resources and services are not as abundant, it felt like we 
had to spend significantly more energy tracking resources.” 
 Experiences were also described using words or phrases that could either be 
viewed as warm, cold, or somewhere in the middle depending on the person’s unique 
perspective. For instance, relational interconnectedness was portrayed as a helpful aspect 
of living in a small town. However, this was also explained as leading to feelings of 
everyone knowing your business and not having much privacy. The geographically 
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spread out nature of a rural area was depicted by some as one of the main benefits of 
living there. However, being physically disconnected from others was also described as 
contributing to feelings of isolation. 
 Several narratives of the IPE experience or the local health care system lead to the 
health care provider thematic perspective. Participants described the team-based approach 
to care as not only prevalent but also needed in a rural community. The IPE environment 
was generally depicted as encouraging and cooperative in nature, leading to an overall 
sense of professional equity. However, some called out the professional silos that still 
exist in within the rural health care system leading to a more negative sense of the IPE 
experience. Furthermore, many participants noticed a lack of IPE in the actual clinical 
setting remarking that most of the interprofessional learning took place outside of formal 
IPE time. This notion is described more in the values coding analysis section. 
Lastly, many participants explained the rural health care environment as a place 
where you have a large amount of professional liberty to work at the top of one’s license. 
This was described through observations of providers filling many roles within the clinic. 
For instance, Participant 11 wrote, “Here the pharmacists get to do it all which makes for 
an excellent learning environment in terms of what I’m exposed to.” 
Overall one could gather participants described the rural environment as having a 
lot to offer along with a general appreciation for the hardships facing rural Americans. A 
variety of descriptions were used, but for the most part participants used positive words 
to describe the rural community. Additionally, rural IPE was portrayed in a positive way 
as participants articulated an appreciation for how they could fit into a team-based 
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clinical practice. However, it seemed IPE was most conducive to the non-clinical 
environment, as participants did not witness robust team-based care while in the clinic or 
hospital. 
Values Coding 
The second type of qualitative coding used was values coding. This was thought 
to represent the participant’s perspective or worldview of a rural community and IPE. 
Thus, it was felt values coding would assist in answering research questions one and two. 
Focus was given to what values, attitudes, and beliefs participants had toward the rural 
setting, team-based care delivery, and IPE. Coding for all three was considered useful for 
determining participant motivation for making certain decisions (Saldana, 2013). Value, 
attitude, or belief words and phrases were marked with a superscript “2” indicating it was 
a values code. Then, a V, A, or B was used to signify if the word or phrase was a value, 
attitude, or belief. Each word or phrase was then identified in a separate column in the 
journaling coding table previously described (Appendix C). Examples of values coding 





Values Coding With Examples 
   Values Code Participant Journal 
B: IPE is valuable 
V: Matching skill sets 
A: Excited for future work 
A: Learned about rural 
B: Lack of privacy 
Participant 8: Working with my interprofessional colleagues has 
been an incredibly valuable experience.2 I came to understand that 
individuals from varying health professions have a 
general biomedical sciences knowledge base that helps facilitate 
group work.2 Most importantly, though, are the complementary 
knowledge, expertise, experience and skill-sets that created a very 
productive environment.2 After having worked on this project, I will 
be even more eager to have interprofessional projects and 
interactions in the future.2 
The rural IPE experience has opened my eyes to the many aspects of 
working in rural setting. I became aware that each rural setting has 
a distinct demographic composition, and that cultural and 
socioeconomic differences are magnified in a place with such as 
small population.2 Furthermore, it became apparent to me that in an 
area with a small population, individuals are more socially 
interconnected, and this may have implications in terms of privacy 
and healthcare delivery.2 
B: Minimal professional 
interaction 
V: Professional learning 
A: Expanded mindset 
B: Rural IPE is motivating 
B: Engaged teachers enhance 
rural learning 
V: Making a difference 
Participant 12: Unfortunately we did not have much interaction with 
students from other professions.2 We briefly met a pharmacy student 
and a dental student, but we didn't really get the opportunity to do 
the big activities with them. I wish it would've worked out 
differently2 because it would have been interesting to get their input 
and ideas. 
Given that I didn't get to work with students from other professions, 
I can't really say that rural IPE influenced or changed my 
perspective about working in a rural setting.2 Working in Coos Bay 
for a month was more eye opening and motivating.2 I already had a 
desire to work with underserved and rural communities, and after 
seeing the impact a good and engaged provider2 can have on the 
community I am leaving more motivated to work in an area where I 
can make an impact with the individual patient and with the 
community as a whole.2 
A: Positive 
A: Appreciation 
V: Whole group contribution 
B: Need other providers for good 
care 
B: Team-based care is needed in 
rural 
B: Greater impact in rural 
A: Gratified 
V: Making a difference 
Participant 28: Working on this project with PA's and Med students 
has been great. My teammates are smart and insightful people who I 
know will make a great difference in healthcare.2 It really is a team 
effort for total health and we can all feed off of each other and offer 
support for each other in complex cases.2 And sure I think the oral 
cavity is a very important section of the human anatomy, but I can't 
cure it all and not even 1/10 of someone’s body. So it's important to 
work in teams especially in rural communities.2 I love smaller 
communities because when you want to make a difference, it 
actually seems to help a lot more than if it were a large town and 
what you actually accomplished was a rain drop in the ocean. Here it 
seems to matter more.2 Overall my rural experience with Klamath 
Advantage has been amazing. I am really proud of the work I've 
achieved here.2 I was able to be a part of the standard of care and 
help set that bar2: be a larger drop of water in the ocean. 
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Initially I went through the data and marked specific values codes pulling the 
exact words from the participants. Subsequently, I went through the data a second time 
and revised each values code to a single word or short phrase. For example, on first pass I 
coded, “Now that I know this nice little community exists, I will seriously consider 
working out here after I graduate” as A: I will now consider working here. On second 
pass I revised the attitude code to A: Open to rural. Additionally, I coded, “. . . reviewing 
the community health problems during our first assignment really opened my eyes to the 
need that exists here in . . .” as B: The project really opened my eyes to the needs of a 
rural community. Upon the second pass I revised this code to B: Rural has needs. 
Values Coding Categorization 
 
 Word, terms, and phrases that were given values codes were put into categorical 
components according to values, attitudes and beliefs to allow for reflection of their 
shared importance and interconnection. Similarities between the participant’s values, 
attitudes, and beliefs were marked with different colored highlights and assigned a word 
or phrase depicting the associated theme (see Appendix D for complete values coding 
theme table). Each time I went through the categorization list, I saw new connections 
between the data, adding codes to each of the themes. Seven themes were drawn out of 
the values coded data. These seven themes are Social Connectedness, Role Appreciation, 
Collegiality, Rural Appeal, Patient Centered, Education, and Challenges. Table 4.4 lists 
the seven themes with a sample of the values codes from each of the three coding 
categories. These similarities and resulting themes provide the foundation for 
interpretation of the values codes. 
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Table 4.4 
Values Coding Categories  
Values Coding Category 
Theme Values Attitude Belief 
Social Connectedness Hanging out 
Living together 
Close relationships 





are key to IPE 
Shared housing is the 




Role Appreciation Working with other 
professionals 
Learn about other 
professions 










PAs and MDs are 
very similar  
Collegiality Collaborative 
environment 










Medicine is a team 
effort 
Collaboration leads to 
better care 




Jumping in with both 
feet 
Increased motivation for 
rural 
Enjoy the setting 
Urban care is more 
fragmented 
Rural practice is 
rewarding 
Greater impact in 
rural  
Patient Centered Engaged provider 
Patient’s point of view 
Available resources 
Eye-opening 
Excited for future work 
 
Sparse resources 
Local hospital is 
needed 
IPP improves care 
Impacted my future 
practice  








Structure is necessary 




Challenges More time 




Out of place 
 
Structure is necessary 
Schedules are a 
barrier 
Asynchronous timing 





Values Coding Categorization Discussion 
Social Connectedness was a theme highly valued by many participants. They 
wrote about how a rural community provided opportunities for them to engage outside of 
the clinical environment. Moreover, participants commented on the shared student 
housing as a major contributor toward feeling like there was a place for them to learn 
from, with, and about each other. For example, Participant 2 wrote, “. . . we ended up 
having a really fun time hanging out around the house and around town together.” The 
opportunity to interact with other students separate from curricular requirements was 
repeatedly described in a positive light, leading to an appreciative and grateful attitude. 
Many participants noted the organic conversations that occurred outside of the clinical 
walls as the cornerstone and the most rewarding aspect of the rural IPE experience. 
The Role Appreciation theme was also highly valued among the participants and 
found to be a prevailing attitude and belief throughout the journals. Participants noted the 
increased appreciation they had for what their fellow students were learning and how 
their skills were a valuable contributor to the health care team. Several participants 
described observing their preceptors in the clinic and coming away with a renewed sense 
of appreciation for the many roles providers hold. They noted the importance of having 
formal curriculum designed to get them together to discuss the unique contribution each 
of them could bring to the health care system. 
Collegiality theme was a very strong belief within the data. The sense that 
working together as a team was not only needed in a rural setting, but the rural IPE 
experience provided opportunities to see this in action. “I did enjoy working within a 
multidisciplinary clinic and seeing my preceptor not hesitate to utilize the expertise of 
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those around her,” wrote Participant 25. Others explained the collaborative nature of 
the rural health clinic as the glue that holds it all together. They believed the team-based 
approach improved patient care was generated by the openness felt by every member of 
the team when it came to making suggestions. 
The Rural Appeal theme was a common attitude and belief among the 
participants. Many participants described an appreciation for what the rural environment 
could bring. Having the opportunity to make an impact on the health needs of a rural 
community was a common belief. Health care disparities were apparent to many 
participants leading to a feeling of wanting to return to the rural setting to provide much 
needed care. Others described the rural clinical setting as the perfect place to see 
interprofessional practice in action. Some reflected on how the rural IPE experience 
reinforced or even motivated them to want to live there after graduation. Specifically 
noting the opportunity to take advantage of the natural beauty of the outdoors readily 
available in the rural setting. 
 The Patient Centered theme was not only valued but also a large part of the 
participant’s beliefs. Many noted improved patient care as a direct result of the 
collaborative team-based environment. Participants explained they valued providers who 
were dedicated to their patients and communities. Participants believed the rural team-
based environment was an essential part of making limited resources go further. Finally, 
some participants reflected that the impact in patient care was a motivating reason why 
they would choose to live in a rural community. 
 119 
 The Education theme was found in participants’ values and belief about rural 
IPE. Many of the participants wrote about the importance of having such an experience 
as it informed them about rural life and rural health care. Others reflected on the belief 
that the educational experience did not influence their postgraduate decision at all. Some 
of these participants did note they had already planned to return to a rural setting after 
graduation. Many described the value of having a preceptor who was interested in 
teaching and gave frequent feedback as an important aspect of their experience. 
The Challenge theme was a common curricular related aspect seen throughout the 
data. Different student schedules were believed to prevent cohesive learning and pose a 
barrier to IPE. Having students continually coming and going from the community led to 
feelings of frustration. For instance Participant 27 reflected, “I do think that having 
different schedules created some inconsistency, especially when it came to working on 
the IPE project.” The inability to find consistency amid the student cohorts made it 
difficult to achieve the curricular goals and objectives. The challenge of not having team-
based care modeled in the clinic was also noted. Students found it difficult to engage in 
clinical IPE with fellow students when the clinic they were assigned to did not reflect a 
collaborative team-based approach to care delivery. 
 From this initial analysis, one could get the sense rural IPE was highly valued 
among study participants although some challenges related to differing schedules and 
clinical environments were described. A general appreciation and gratefulness for the 
rural IPE experience seemed to permeate the journals. Participants came to understand 
the complexities of rural care and the belief that a team-based approach to caring for 
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complex patient conditions is needed in the rural setting. Furthermore, an overall 
value for the rural environment appeared to be shared among the participants. In the end, 
there did seem to be a high value placed on the non-clinical aspect of the rural IPE 
experience, noting that organic IPE generally took place in non-educational social 
settings. 
Research Question Three Analysis 
 All health care profession students who were in Coos Bay or Klamath Falls 
between June 26th and December 16th, 2016, were asked to participate in the quantitative 
data collection. An independent Research Assistant at each rural location obtained 
consent and administered the Q sort of 36 statements using the Flash Q® software 
program (Hackert & Braehler, 2007) at the conclusion of their rural IPE experience. As 
previously described, no correlational data were collected to link the Q sort participants 
to the journaling participants. Therefore, the Q sort participants represent a separate and 
potentially different group of students. 
Once Q sorts were completed by the study participants they were de-identified 
and emailed directly to me along with participant answers to several demographic 
questions. The completed Q sorts were given a unique participant identification number 
and stored in a secure cloud storage system provided by the university. A sample of a 
completed Q sort and corresponding email I would receive is found in Appendix E. 
The 36 statements that made up the entire Q-set were entered into the PQMethod 
software program by number corresponding to the exact number used in the Q sort. This 
allowed for correlation of the Q-set statement number to its position in the grid of each 
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participant’s completed Q sort. Then, all of the participant’s completed Q sorts were 
transferred into PQMethod statistical program. Completed Q sorts for each participant 
were entered by hand. Because all 36 statements of the Q-set were entered into the 
PQMethod program, the software was able to catch any errors of omission or duplication 
when entering the completed Q sorts. In other words, the program would not go any 
further until all Q-set statements were entered and entered only once for each completed 
Q sort. This ensured accuracy when entering participant Q sorts for statistical analysis. In 
general, most study participants sorted the Q statements in a way that reflected a positive 
perspective of a rural community, rural IPE, and team-based care delivery. 
Demographic Data Analysis 
Demographic data were collected at the conclusion of each Q sort using the Flash 
Q® software program. This included participant age, gender, if they had a rural 
background, if they had children, if they were married/partnered, health care profession 
of study, and rural campus location. This information was organized by participant and is 






Q Sort Demographic Data  
 





1 30 Female Yes No No PA CB 
2 28 Male No No No MD CB 
3 32 Male No No Yes PA KF 
4 29 Female No No  Yes PA KF 
5 26 Female No No No Not Identified CB 
6 24 Female Yes No No PA CB 
7 26 Female Yes No  Yes PA CB 
8 28 Female Yes No No PA CB 
9 24 Male No No No MD KF 
10 31 Male No No Yes PA KF 
11 24 Female No No No MD KF 
12 32 Male No No No Dent CB 
13 28 Female Yes No No PA KF 
14 28 Female No No Yes PA CB 
15 29 Female No No Yes MD CB 
16 29 Male Yes No Yes PA CB 
17 32 Male Yes No No PA CB 
18 29 Female No No Yes MD CB 
19 27 Male No Yes Yes MD KF 
20 33 Male No No No MD & Dent KF 
21 31 Male No No Yes MD CB 
22 32 Male No Yes Yes PA KF 
23 29 Male Yes No Yes MD KF 
24 25 Female Yes No Yes PA CB 
25 31 Female Yes No Yes PA CB 
26 31 Male No No No PA CB 
27 29 Female Yes No Yes MD KF 
28 26 Female Yes No Yes MD KF 
29 26 Male Yes No Yes Dent CB 
30 27 Male Yes No No MD CB 
31 28 Female Yes No Yes PA CB 
32 29 Female No No Yes PA CB 
33 29 Female No No Yes PA CB 
34 26 Male No No No MD CB 
35 26 Male No No No Dent CB 
36 32 Male Yes No No PA CB 
37 29 Female No No No Dent KF 
38 34 Female Yes No Yes PA KF 
39 31 Male Yes No Yes PA KF 
40 25 Female No No No MD KF 
41 25 Male No No No MD CB 
42 28 Male No No  Yes MD KF 
43 31 Male No No No PA CB 
44 26 Female No No No PA CB 
45 31 Male No No Yes PA CB 
Note. Participant = participant number; Rural Background = rural background; Location = location of 
experience; MD = medical student; PA = physician assistant student; Dent = dental student; CB = Coos 
Bay; KF = Klamath Falls 
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A total of 45 participants consented to completing the demographic questions. 
The youngest participant was 24 years old and the oldest was 34 years old. The mean age 
was 28.5 years old. Twenty-two participants were female and 23 were male. Of the 45 
participants, 18 were from a rural background and 27 were not. Only two participants had 
children and 24 were married or partnered, leaving 21 participants not married or 
partnered. Of the three health care professions represented, 24 were PA students, 15 were 
medical students, four were dental students, one was a medical and dental student, and 
one did not identify themselves with any health care profession of study. Twenty-eight of 
the participants did their experience in Coos Bay while 17 experienced rural IPE in 
Klamath Falls. On average, study participants tended to be PA students, in their late 
twenties, married or partnered, did not have children, and did their rural IPE experience 
in the coastal town of Coos Bay. The average Q sort participant can be summarized in the 
following demographic bullet points:  
 Late twenties (mean 28.5). 
 Majority PA students (24). 
 Near even split – female (22) and male (23). 
 Majority married/partnered without children (24). 
 Majority not from a rural background (27). 
 Majority were in Coos Bay (28). 
Factor Analysis 
As described in Chapter 3, the evaluation of completed Q sorts involves factor 
analysis. Factor analysis for this study essentially involves searching for groups of 
 124 
participants who completed the Q sort in a similar way and therefore share a 
perspective about rural IPE. Ultimately, the shared perspective, and what elements went 
into defining the perspective, is of central importance to answering research question 
three. This is accomplished through the previously discussed four-step process of 
analyzing correlation, factor rotation, factor scores, and a factor array. 
Correlational analysis. Completed participant Q sorts were entered into the 
statistical PQMethod software program. This produced an un-rotated correlational matrix 
for each completed Q sort (see Appendix F for the complete matrix). As previously 
discussed, this matrix represents how strongly each participant’s Q sort correlated to 
identified patterns amongst the completed Q sorts. Remember, these patterns represent 
possible shared perspectives called factors. The default number of factors the PQMethod 
software produced was eight. When looking at the matrix it was important to remember 
the closer the correlation coefficient was to 1 the stronger the linear relationship of the 
participant Q sort to that factor. Thus, I examined the correlational coefficients to 
determine how many factors to retain for further analysis. 
As discussed in Chapter 3, I used the correlation coefficient cut-off of .40 to 
decide what factors to preserve. Recall, this correlation coefficient cut-off was 
determined by the equation 2.5 times the standard error (2.5 x .16 = .40). This cut-off 
showed 40 out of the 45 total participants had a positive correlation coefficient >.40 in 
the first four out of the eight factors. This means 89% of participants’ Q sorts were 
significantly similar to one of four identified perspectives or patterns of sorting. 
Therefore, factors one, two, three, and four were retained for further analysis, which is in 
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line with the typical number of factors kept for rotation described in the literature 
(Webler et al., 2009). 
Factor rotation and factor scores. As previously described in Chapter 3, factor 
rotation is done to increase the correlation of as many participant Q sorts to the factors 
identified as significant for further analysis. Factors one, two, three, and four were 
retained and rotated using the varimax rotation method in the PQMethod software. 
Varimax rotation was done to maximize the factor score of each participant’s Q sorts 
around one of the four factors. Remember, factor scores signify how closely correlated or 
how much the participant Q sort loads on a particular factor. To put it another way, Q 
sorts with high loading on a particular factor are thought to share the perspective 
represented by that factor. 
In order to maximize the factor scores, I rotated two different groupings of the 
factors to determine the best possible factor loading distribution. The two groups of 
factors used in the varimax rotation were Group A—consisting of factors one, two, and 
three and Group B—consisting of factors one, two, three, and four. I examined the factor 
scores for each group using the statistically significant cut-off of greater than .43. Recall 
in Chapter 3, Webler et al. (2009) suggested the factor score cut-off be calculated by the 
equation 2.58 divided by √N (where N is the number of Q statements); thus, for my 
study, 2.58/√36 = .43. 
My goal with rotation of Groups A and B was to maximize the number of 
participants who significantly loaded (greater than .43) on only one factor and minimize 
those who loaded on more than one factor or did not load on any factor at all. This aided 
 126 
in defining each factor since the final description of the factors was based on the 
weighted average of the statistically significant factor loadings. In other words, the higher 
the number of participants who loaded on a single factor the easier it is to define each 
factor. Using this approach, Group A had 35 participants loaded on a single factor while 
Group B had only 30. The decision was made to use Group A since it contained more 
single loaded participants. 
Group A resulted in 23 participants single loading on factor one, 8 participants 
single loading on factor two, and 4 participants single loading on factor three at a 
statistically significant level. A total of 10 participants had significant loading on more 
than one factor or no factor at all. These participants were termed Confounders and were 
not considered as contributing to defining the factor. The entire factor loading table for 
Group A showing the single statistically significant factor loadings (> .43) is found in 
Appendix G. 
Factor array. The last step taken in the Q method analysis involves the creation 
of a factor array. It is one of the most important steps in the factor analysis of a Q study, 
because it is from the factor array, the meaning of each perspective is brought to life. As 
discussed in Chapter 3, the Q sorts with significant factor loadings (> .43) on only one of 
the three retained factors was used to create the factor array. I did this by marking the 
significant Q sort factor loadings for the PQMethod program to use when constructing 
the factor array (Appendix G). As a result, the PQMethod software produced a 
representative Q sort or factor array, for each of three factors as they relate to all 36 Q 
statements (see Appendix H for the complete factor array). To put it another way, each 
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unique perspective (factor) is represented by a Q sort in, which the 36 Q statements 
are placed on the sorting grid. From this I could see what statements the perspective most 
agreed with (+5), what statements the perspective most disagreed with (-5), what 
statements the perspective was neutral on (0), and everything in between. 
Factor Array Interpretation 
The most significant part of Q methodology is the interpretation of each unique 
perspective as it relates to the topic of study. The factor array is the primary means by 
which I accomplished this task and ultimately how I answered research question three. 
The factor array shaped what the perspectives where and what elements went into 
defining this perspective. In other words, it helped me determine what was important and 
what was not. Furthermore, the meaning of each perspective was derived from the 
variables found in the Q statements themselves. For instance, where Q statements related 
to team-based care were placed on the sorting grid in the factor array, gave me clues as to 
how participants in the shared perspective felt about team-based care in the rural setting. 
In the end, predominant patterns in the factor array’s relationship—whether the 
perspective most agreed, most disagreed, or was neutral—to the Q statements was used 
as the basis for the final step in Q method interpretation, defining each perspective. For 
the purposes of my Q study, these three perspectives are what is important when 
evaluating the student experience in rural team-based education. 
 In the following subsections, the factor array interpretation reaches its climax. 
Each factor perspective is named and defined first using factor demographics, followed 
by a factor sketch, and then a factor monologue. Specifically, the factor’s perspective is 
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explained for each factor in the opening section. Next, factor demographics describe 
the characteristics of the participants who loaded on the factor along with a representative 
Q sort created from the factor array. Then a factor sketch is discussed, which is a 
summary of important Q statements along with their corresponding factor array ranks—
most agree to most disagree—to substantiate the factor interpretation. This is done in the 
format, Q statement number, followed by the placement on the sorting grid according to 
the factor array. For example 4:+3 means Q statement number four is placed in the + 3 
position for that perspective. Lastly, the factor monologue is given, which represents a 
description of the perspective given from a first person point of view to provide a 
personalization of the factor and its corresponding perspective. 
As described in Chapter 3, each factor represents a shared perspective among the 
participants. Defining or naming the perspective is an important job of the researcher. 
Therefore each factor was given a name reflective of the perspective it represents. 
Specifically, Factor 1 is named the Team-Oriented Rural Optimist perspective, Factor 2 is 
called the Independent Rural Impartial perspective, and Factor 3 is termed the Team-
Willing Rural Skeptic perspective. Finally, an explanation of the confounding sorts along 
with consensus Q statements that were shared by two or more factors will conclude this 
section. 
Factor 1: Team-Oriented Rural Optimist Perspective 
 Team-Oriented Rural Optimists are community minded people with an interest in 
rural practice that involves other health care professionals. They share the perspective 
that rural health care delivery should be done with humility and pure intentions. They felt 
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accepted and supported by other members of the health care team and well received 
by the community. They felt rural IPE was instrumental in aiding their decision to want 
to return to the rural community to live and practice. They also favored a sustained 
educational experience in a rural setting to help in the understanding of what is involved 
with rural health care. 
Team-Oriented Rural Optimist perspective demographics. Factor 1, Team-
Oriented Rural Optimist, was the dominant perspective of the study. Twenty-three of the 
45 total participants loaded on this factor. The age range was 24-34 with the average age 
at 28.8 years old. Factor 1 was the only group that had participants with children (two) 
while 21 did not have children. This group was almost evenly split on married (12) and 
not married (11), as well as site of rural IPE experience (10 Coos Bay, 13 Klamath Falls). 
A slightly greater percentage did not have a rural background (52%) versus those who did 
identify as having a rural upbringing (48%). The same percentages occurred for males 
and females in this group (52% males, 48% females). For health care profession, all the 
participants were either PA students or medical students (57% PA and 43% medicine). 
No participants in this group were dental students. 
Team-Oriented Rural Optimist perspective sketch. The Factor 1 sketch 
represents a composite of the key Q statements used to name the factor. Each key Q 
statement is paraphrased with its number and corresponding Factor 1 array ranking. In 
other words how much participants in this factor agreed with (positive number) or 
disagreed with (negative number) with each key Q statement. Team-Oriented Rural 
Optimists desire a lengthy clinical rotation in a rural community (4:+3) and believe the 
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rural setting is a great place for IPE (33:-3). They desire spending time in a rural 
setting to better understand what it means to live in such a community (14:-4). Coming 
from outside a rural town they prefer a good intentioned, open-minded, and teachable 
approach to learning (12:+5). Team-Oriented Rural Optimists do not view the social 
challenges of rural patients as barriers to providing good care (2:-2), thus they are 
progressive when coming up with alternatives to care based on the patient’s means and 
abilities (15:0). For them a rural community is an ideal place for creative solutions that 
allow for variety in providing care (18:+4). They approach rural IPE with a positive 
perspective knowing that it can open the mind of a health care professional to the 
advantages of living in a rural city (21:+4). 
 Team-Oriented Rural Optimists have a favorable view of the rural setting (20:+2) 
and how other health care professionals fit into the rural health care landscape prior to 
their rural IPE experience (23:-4). They view rural health care delivery as professionally 
supported (24:-3) and balanced with personal goals and opportunities (25:-3). Even if 
they held a different world-view they did not feel judged by their patients (29:-5). They 
support engagement in the community as an effective mechanism for enhancing rural IPE 
(31:+3) and proliferating a connection to rural life that makes it likely they will return 
(36:+2). Living together with other health care profession students was not a major factor 
in their positive rural IPE experience (27:-1). They view the rural health care landscape 
as an ideal place to delivery team-based care (8:+3). Figure 4.1 contains the representing 
Q sort for the Team-Oriented Rural Optimists. 
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Figure 4.1. Representative Q sort for Team-Oriented Rural Optimist perspective. 
 
Team-Oriented Rural Optimist perspective monologue. As previously 
described, the Factor 1 monologue represents a first person rendering of this factor to 
give a personal summary of the perspective. This monologue was developed by the 
researcher as a way to describe the perspective further: I really enjoyed my time in the 
rural setting. In fact, I wish I could spend a longer period of time here. The longer I am 
here, the more I could see myself fitting into the health care landscape of this community. 
I have only been here for a month and I feel the more time I spend here the more I learn 
about what it means to live in a small town. I have always seen myself as a healthcare 
provider who has close relationships with my patients and the community I am a part of. I 
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feel I have only begun to scratch the surface of how my aspirations could be met 
through living and raising my family here. 
Even though I am not from here, I have felt welcomed and accepted. I just try to 
approach each patient with an unpretentious and sincere attitude. That has seemed to 
work best for getting to really know the people I have cared for. Make no mistake; there 
are significant challenges people in a rural community face. I have seen how limited 
funds and social problems make it difficult to provide care the same way they do in a 
large city. However, I do not perceive this as a major barrier to providing good quality 
care. Sometimes you just need to be creative and I really like the variability each day 
brings. It helps me think outside the box and call on other people to help me solve 
problems. 
People can say what they want about the isolation of a rural town. I think it drives 
you to rely more on each other to get by. The nature of proving care to a rural area means 
you have to depend on members of your health care team and trust they have got your 
back. I saw several of my preceptors asking team-members to do things I would have 
typically thought the providers would do themselves. I even saw a few providers take 
time off to go on a vacation. I did not think you could do that when a whole community 
looks to you to take care of them. 
I really enjoyed getting to know the other students. We would often spend time 
talking about patients and what we had seen that day in clinic. I learned a lot about the 
way each health profession approached a patient and the role they play on a health care 
team. The nature of the rural town makes it so that you have to know what the other 
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team-members are capable of and how they can help you provide care. Having this 
educational experience with my fellow students was perfectly situated in this rural 
setting. If I were at the university hospital I do not believe I would have learned as much 
about what the other members of the team did and how they could improve patient care. I 
guess to sum it all up I felt a connection to this community and saw the benefits of 
spending time here with my fellow classmates. I was already leaning toward living in a 
small town, but this experience solidified my desire to return. In short, participants 
sharing this perspective had a positive outlook on rural IPE and had a preference for 
team-based practice as well as living in a rural community. 
Factor 2: Independent Rural Impartial Perspective 
 Independent Rural Impartial are individuals who prefer to approach patient care 
alone and are somewhat ambivalent when it comes to living in a rural community. They 
value spending a sustained amount of time in a rural setting and have an affinity toward 
certain aspects of the rural lifestyle. However, they value the proximity of family and 
friends and view the isolation of a rural setting as a major barrier. Participants in this 
group did not see the advantage of doing IPE in the rural setting. They did not perceive 
how the rural setting lends itself to team-based care or IPE. They preferred to remain 
separate from community engagement activities and felt team learning curriculum did not 
enhance the educational experience. 
Independent Rural Impartial perspective demographics. The Independent 
Rural Impartial factor made up the next largest factor-loading group in the study. A total 
of eight participants loaded on this factor when doing the Q sort. The age range of this 
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group was 26-32 with the average age at 28.7 years old. However, this group had the 
largest percentage (50%) over the age of 30. None of the participants in the Independent 
Rural Impartial group had children. The number of males was five and the number of 
females was three. This was the same distribution for the number of participants who had 
a rural background versus those who did not (five did not and three did). The number of 
participants who did their IPE experience in Coos Bay was much higher (six participants 
or 75%) compared to those who were in Klamath Falls (two participants or 25%). The 
group of married participants was almost equal to the group of non-married (five and 
three respectively). The PAs made up the largest portion of this group (four participants 
or 50%). However, this group contained two dental students and only one medical 
student. One participant in this group did not identify a specific health care profession of 
study. 
Independent Rural Impartial perspective sketch. As previously mentioned, the 
Factor 2 sketch displays key Q statements used in the formation of the factor. Each Q 
statement number with the corresponding Factor 2 array rankings—how much 
participants in this factor agree with (positive number) or disagree with (negative 
number) key Q statements—are given to demonstrate the correlation between the Q 
statement and the factor description. Participants in the Independent Rural Impartial 
group had mixed perspectives about the rural community. They agreed that spending an 
extended period of time in a community increases trust and understanding (4:+3 and 14:-
4). On the other hand, they did not feel this would lead to a desire to return to a rural 
setting to live and provide care (10:-3). They viewed the remote nature of a rural town as 
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an obstacle to remaining connected to family and friends (30:+5) and a factor toward 
not choosing to live in a rural setting. Participants in this group could see the benefits of 
how their hobbies could be met in a rural location (26:+4) but did not view their 
experience as helpful in understanding how being a member of a health care team was 
benefitted the rural health care landscape (19:-3 and 8:0). They remained neutral in how 
the rural IPE experience created an interest in returning to a rural town to live and 
provide care (20:+1) and did not have strong feelings toward the perceived professional 
isolation that comes with living in a remote health care setting (24:0). 
 With respect to IPE in a rural setting, participants in the Independent Rural 
Impartial group did not feel engagement in the community was a prominent role for the 
health care provider (16:-4). They did share a perspective that effective rural IPE should 
involve some community engagement (31:+4) but did not feel a public health project was 
the way to do it (5:-5). They remained neutral on the advantages of team-based care in a 
rural setting (6:0) and did not view the rural clinical as a place to engage in learning 
about other health care professions (32:-3) or provide advantages to increasing their 
knowledge of patient care (34:-2). They did not view the team approach to patient care 
provided a significant support structure to the many responsibilities of caring for a rural 
community (7:-1 and 8:0). Finally, individuals in this group did not walk away from the 
rural IPE experience feeling they had a greater understanding of how they fit into the 
rural health care team (9:-2). Figure 4.2 contains the representing sort for the Independent 




Figure 4.2. Representative Q sort for Independent Rural Impartial perspective. 
 
Independent Rural Impartial perspective monologue. As previously described, 
the Factor 2 monologue is a first-person account of an Independent Rural Impartial 
individual might reflect on their experience created by the researcher: I have mixed 
emotions to living in a rural town. On the one had I saw so many opportunities to go 
fishing, which I really love. On the other hand, I do not know that I could stand being so 
far away from my brother and his kids. I love being an uncle and driving 10 minutes 
across town to go to birthday parties and family gatherings. This is a big reason why I 
would not live outside of the metro area. I do not know, I probably would make some 
friends in a rural town, but it just would not be the same. I did see people who are 
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relationally connected and have strong social support systems, but I also saw many 
individuals who are lonely and do not have a lot of family close by. 
 Maybe with enough time in a rural area I would learn to appreciate the distance 
from the hustle and bustle of city life but I do not know. I am not the kind of person who 
readily engages in the community around them just for the sake of getting to know those I 
live by. For instance, my fellow students and I needed to work on a community project 
together while on our rural rotation and I thought it was a huge waste of time and did not 
add much to learning about the community or learning about the health care professions 
of my friends. I can see the value in having us students get out of the clinic and learn 
about the surrounding area but I was overwhelmed with just learning how to care for 
patients. I saw the doctors in my clinic barely keeping up with daily demands. They had 
little extra time for volunteering at health fairs or blood pressure screenings at the local 
super market. 
I have always viewed my clinical practice as more of a solo endeavor with a small 
support staff that runs the clinic the way I like it. I already had a good idea of my role and 
how I fit into the health care system. I did try to approach my rural educational 
experience with an open mind thinking I could really learn something here. 
Unfortunately, the environment was just not conducive to IPE or team-based care. 
Perhaps I would eventually learn to appreciate the value of having a group of health care 
professionals to help carry the load of caring for a rural community. I guess I just did not 
see the need for it when I was in clinic. Everyone was busy, but not to the point of burn 
out or exhaustion. At least I have a frame of reference if I were ever to decide that I want 
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to spend more time on a river or lake. Overall, it could be said participants with this 
shared perspective were not in favor of IPE or team-based practice. They were not 
opposed to living in a rural community but would not generally favor it. 
Factor 3: Team-Willing Rural Skeptic Perspective 
Team-Willing Rural Skeptics are individuals who would not particularly choose 
to settle in a rural area. They value time in a rural setting in the sense that it solidified 
their understanding of what rural life was like. However, this is where their appreciation 
of the rural IPE experience ends. Team-Willing Rural Skeptics do not see the rural setting 
as a place to raise a family or experience community. They have moderate feelings 
against team-based care but their perspective about IPE favors a more urban setting as the 
ideal place to learn and practice this type of model. This group did not feel the IPE 
experience lead to an increased understanding of the other health care team members. 
Team-Willing Rural Skeptic perspective demographics. The Factor 3 
perspective, Team-Willing Rural Skeptic had a lower number of participants who loaded 
on this factor when compared to the other two groups. At total of four participants were 
in this group with equal male and female representation (two respectively). The age range 
was 26-31 with the average age at 28.7 years old. Only one participant was over the age 
of 30 and no participants were under the age of 25. No participants in the Team-Willing 
Rural Skeptic group had children or were from a rural area. Three participants were 
married, leaving one participant in this group not married. There were no PA students in 
this group only three medical students and one dental student. All of the participants in 
this group did their rural experience in Coos Bay. 
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Team-Willing Rural Skeptic perspective sketch. The Factor 3 sketch is a 
summary of the factor array ranking of the central Q statement that aided in naming this 
factor. Each key Q statement number is given with the Factor 3 array ranking or how 
much participants in this factor agreed with (positive number) or disagreed with (negative 
number) the Q statement. Individuals in the Team-Willing Rural Skeptic group had a 
strong negative perspective about the rural setting (1:-5). They did not view it as a setting 
where they would want to raise their children (28:-4). They desired closeness and 
proximity to their family and friends and felt living in a rural location would be socially 
isolating (30:+4). They did not have strong feelings toward the perceived advantages of 
living in a rural community (26:+1) and remained neutral on their perspective of rural 
minded people as resilient and practical (17:0 and 3:+1). 
 Individuals in this group had a positive perspective on how their time spent in a 
rural setting helped them understand what rural life was like (14:-4). The rural IPE 
experience helped answer questions they had about what it was really like to live and 
provide care to a rural community (19:+5). They did not see familiarity with a rural town 
as a reason for returning after graduation (10:-3) but also felt having no idea about what it 
meant to live in a rural community was a disadvantage to making a decision of where to 
live and practice (13:+3). Team-Willing Rural Skeptics viewed some health professions 
as having more of a responsibility to help rural communities (22:+3) while maintaining 
the rural IPE experience did not aid in their understanding of the other profession’s role 
or responsibility on the health care team (23:-2). 
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 The perspective of Team-Willing Rural Skeptics is that the rural setting is not 
a good setting for IPE (33:-3). They viewed the rural clinic as a place to learn about rural 
life (21:+3) but not necessarily learn much about the other health care professions (32:-1). 
They did not appear particularly motivated to return to a rural community after 
graduation (20:-2) although having a connection to the community increased the chance 
they would choose a rural setting to live and work (36:+2). In the end, they did not have 
strong feelings against team-based care (6:0) even though they did not view IPE as the 
best modality for furthering their overall education (34:-3). Figure 4.3 contains the 
representing sort for the Team-Willing Rural Skeptics. 
 
Figure 4.3 Representative Q sort for Team-Willing Rural Skeptic perspective. 
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Team-Willing Rural Skeptic perspective monologue. The Factor 3 
monologue is a reflection of how a Team-Willing Rural Skeptic might describe their rural 
IPE experience: I have never viewed myself as a person who would live out in the sticks. 
I have such close ties with my family that being far away concerns me. I am glad I was 
able to spend a month in a rural town. It helped me see rural life just is not for me. At 
least I have a frame of reference for what people live like in a rural town. I do not think I 
would have the time or energy to learn about a whole new way of life on top of 
establishing a clinical practice. I am confident the more time I spend in a rural 
community the more I would realize I want to be in a big city. I have always felt more 
content and relaxed within an urban area. 
I found being in clinic with a bunch of other students got in the way of me 
learning what I need to know to pass my exams. However, it was nice to have another 
student who I could go to with basic questions and not feel stupid. The people I worked 
with talked a lot about how it can be very isolating when you do not have a strong referral 
network and most health care is done independent of others. Doctors are probably the 
best suited for a rural clinic. They tend not to need the help of anyone. Actually, now that 
I think about it, I do not know if I agree with that. I saw plenty of examples of other 
health care providers lending their expertise to complex patients and providing solutions 
to the problems providers face. In this sense, having fellow team members you can rely 
on might be kind of nice. Actually, I do think I could get this same support in an urban 
clinic. 
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Most people I saw and talked to appeared to be happy although I did see 
patients who were really struggling to make ends meet. These patients tended to be 
parents with young kids. Maybe it is related to lack of education or just general social 
know-how. I am not even sure what to say about the schools in this town. Many of the 
younger kids I saw in clinic were so far behind in reading and math. The older ones did 
not really have a great idea of where they were headed in life and honestly, there is not 
much opportunity for them. I did not see this as a major obstacle to providing the best 
care I could, but some of the more advanced treatment methods like a behavioral 
psychologist just is not available. This place is so far removed from progressive 
approaches that the people living here do not have many options. Personally, I want my 
own kids to have as many options and opportunities as possible. In general, participants 
in this group shared the perspective that rural IPE is not their first choice and team-based 
practice is sometimes necessary but they would prefer a different type of practice 
delivery. Further, participants in this group were generally resistant to living in a rural 
community. 
Confounded Sorts 
 Confounded sorts are defined as participants who did not significantly load on a 
single factor rather they significantly loaded on more than one factor or no factor at all. In 
other words, they did not fit into any one of the three defined perspectives. Of the 45 total 
participants, 10 of them were confounding, which made up the second largest group of 
overall quantitative participants. As previously described, Appendix G displays the factor 
loadings used in the analysis. Of the 10 Confounders, 6 were female and 4 were male. 
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Seven of the confounding sorts were from PA students, with one dental student, one 
medical student, and one dental and medical student combination. The age range was 24-
33 years old with two participants over the age of 30 and two below the age of 25. The 
average age was 27.8 years old. Three of the Confounders were married and seven were 
not. Four confounding sorts were from a rural background while six did not have a rural 
upbringing. A majority of Confounders spent their experience Coos Bay (80%) while 
20% were located in Klamath Falls. 
Each of the 10 confounding sorts represented a blended perspective. Two of the 
Confounders cross-loaded on Factors 1 and 2 (Participants 16 and 31) at a statistically 
significant level. Two more cross-loaded at a significant level on Factors 2 and 3 
(Participants 20 and 24). Two participants (37 and 43) cross-loaded on Factors 1 and 3 at 
a significant level. Of the remaining four Confounders, Participant 14 cross-loaded on all 
three factors at a statistically significant level sharing perspectives with participants in 
these categories. Participants 6, 41, and 44 did not load on any of the factors at a 
statistically significant level. 
In sum, Confounders represented a blending of multiple perspectives across the 
described factors. They identified with perspectives both in favor or rural, IPE, and team 
along with views that were negative toward these elements. Since the Confounders made 
up the second largest overall Q participant group it can be understood that a significant 
portion of study participants held multiple and sometimes paradoxical perspectives 




Consensus statements aid in the consideration of what elements are common to all 
study participants. For example, based on the consensus statements, one could determine 
the rural IPE experience is beneficial for understanding rural life. Their significance is 
found in the uniformity of the factor array. In other words, the variables found in the 
consensus statements that have the same array do not help distinguish what elements are 
most important and least important amongst the factor groups. If all factor groups agree 
or disagree with the statement, the statements do not help define the perspective. For 
example, the combined efforts of team-based care in the rural setting remain neither a 
positive or negative element when deciding to return. 
Of the 36 Q statements, four did not distinguish between any of the three factors 
with all four having a complete consensus on all the factors. The four consensus 
statements along with their category and corresponding factor array ranking are: 
• Feeling a connection to a rural community makes it more likely to return after 
graduation. (Motivation, +2, +2, +2) 
• Time spent in a rural setting does not lead to a greater understanding of rural 
life. (Familiarity, -4, -4, -4) 
• Seeing patients together combines our knowledge and strength to provide care. 
(Team, 0, 0, 0) 
• Time and sustained presence in a community helped build trust and familiarity. 
(Social, +3, +3, +3) 
Member Checking 
 As described in Chapter 3, member checking was done to guard against 
researcher bias when interpreting the qualitative data. Five PA students who participated 
in the study were asked to review the qualitative data coding themes and asked for their 
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input on how they felt it captured the perspectives of students in the OHSU Campus 
for Rural Health. All participants asked to do a member check agreed with the coding 
themes as an accurate representation of the participant’s descriptions, values, attitudes, 
and beliefs about their rural IPE experience. 
Summary 
Chapter 4 contained the results from both the qualitative and quantitative data 
collection methods. These results were presented in an effort to answer the following 
research questions: 
1. How does working with an interprofessional team shape student views on future 
work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on working 
in a rural setting? 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based care in 
a rural setting? 
Descriptive statistics were included along with the results of basic demographic data. 
Qualitative data from the participant’s reflective journaling while on their rural IPE 
experience was presented along with the descriptive and values codes assigned to each 
journal entry. A more advanced analysis of the codes revealed themes related to the 
participant’s experience. 
 Results of the Q study along with factor analysis of the participant’s Q sorts were 
presented. Three factors were extracted and described in detail including basic 
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demographic statistics and a more detailed analysis of each factor’s representative Q 
sort along with a sample monologue of someone who identifies with the particular factor. 
Finally, participant sorts that did not identify at a statistically significant level with one 
single factor were described and analyzed. The next chapter explores the implications of 
the data results and analysis described in this chapter. Furthermore, limitations of this 







SUMMARY AND DISCUSSION 
 As previously discussed, this study set out to explore the health care professions’ 
student experience while engaging in rural Interprofessional Education (IPE). This 
chapter provides an examination of the study’s results along with conclusions, 
limitations, and recommendations for future education and research. To begin, a review 
of the research problem, research questions, and the study’s methodology is discussed. 
Following this, a summary of the study results is reviewed. Then, the study’s conclusion 
related to educational practice is examined. Lastly, limitations from the study along with 
opportunities for future education and research conclude this dissertation. 
Research Problem and Methodology Review 
 As explained in Chapter 2, difficulties accessing health care in rural and remote 
areas of the U.S. is a long-standing problem (Jensen & Royeen, 2002; Mu et al., 2004; 
Smith et al., 2005). Individuals who call rural America home often have to choose 
between going to the doctor to receive care or leaving medical conditions untreated. 
Significant barriers exist in rural communities when it comes to accessing the local health 
care system. Many struggle to find adequate transportation, health insurance, or support 
when needing care (Bailey, 2013). Consequently, the health of rural populations has 
suffered (Spleen et al., 2014). 
The ACA of 2010 pledged to reduce health disparities through improved access to 
those living in rural and medically underserved areas. This federal legislation was aimed 
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at giving health care coverage to millions who previously were not able to afford it or 
even be eligible. However, increasing health care for the newly insured assumed there 
would be an adequate supply of health care providers to care for them. A major strategy 
proposed by the ACA placed an emphasis on the use of health care teams to deliver care 
for the individuals now covered. 
Until recent years, health care educational models reflected historical solo-
provider approaches to delivering care. Academic health centers had not caught up with 
the transforming health care delivery systems the ACA was calling for. Moreover, health 
care education was not providing the curricular framework of training students in teams 
where it mattered most—rural communities. As a result, graduates from health care 
universities were not motivated to live and work as part of a collaborative team in rural 
settings. 
The decision of where to establish a practice is one that every health care provider 
faces upon graduation. Since many factors go into that decision, moving into a deeper 
understanding of how individuals process an educational experience and how that process 
influences their behavior is valuable (Maxwell, 2013). Furthermore, knowing what 
motivates a health care profession graduate to choose a rural community to live and work 
has educational implications for how and where they are trained. The conclusions drawn 
in this chapter help in that understanding. 
In order to better comprehend the impact of a rural team-based experience on a 
student’s decision of where to live and provide care, a mixed-methods study was 
conducted to evaluate the experience of a health care profession student while 
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participating in rural IPE. Motivation Theory provided the framework to inform the 
study design and analysis. As a result, the following three research questions were posed: 
1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based 
care in a rural setting? 
Medical, PA, dental, and pharmacy students who spent 2-5 weeks engaged in IPE 
in two distinct rural locations were asked to participate in this study to better understand 
their experience. First, qualitative data were collected in the form of reflective journaling 
in response to two prompts designed to answer research questions one and two. Then 
quantitative data were gathered by asking participants to complete a Q sort at the 
conclusion of their experience to address research question three. In general, data results 
provided a glimpse into health care profession students’ perspectives on rural life, team-
based care delivery, and the decision-making process of where to live and work after 
graduation. The following section provides a general-to-specific summary of the study 
results setting the stage for a more in-depth interpretation of what the results mean in the 
final section. 
Brief Review of Results 
As discussed, participant’s reflective journaling was used to address research 
questions one and two: How does working with an interprofessional team shape student 
views on future work with people in those professions? How does the rural IPE 
experience influence a student’s perspective on working in a rural setting? The qualitative 
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journaling included a total of 30 health care profession students from medicine, PA, 
dental, and pharmacy. Forty-five study participants from medicine, PA, and dental 
provided Q sort data to address research question three: What factors do students 
participating in a rural IPE experience consider most important and least important in 
making a decision to practice team-based care in a rural setting? Data were not collected 
to correlate participants who provided both qualitative and quantitative data, although it 
was assumed some participants provided both. A discussion of the reflective journaling 
and Q sort data results is provided next. 
Discussion of the Results 
This segment of the dissertation moves into a more detailed discussion of what 
the results of this mixed-method study mean for health care students, educators, and 
practicing health care professionals. First, each method’s conclusions are delineated in 
two or three succinct statements followed by a more detailed look at how the data aided 
in the subsequent formation of the supposition. Then, study limitations are discussed 
including what I learned from conduction the analysis. These lessons form the basis for 
the last section, recommendations for future rural IPE and research, which brings this 
dissertation to a close.  
Study Conclusions 
In general, rural IPE is a worthwhile experience for health care professions’ 
students. Participants had a genuine appreciation for the time spent learning from rural 
preceptors and engaging in the community. They felt the rural IPE experience helped 
them decide if they enjoyed team-based care and rural life to the point they would be 
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motivated to return. Further, spending an extended period of time in a rural setting 
aided in the understanding of rural living. Overall, participants felt a sustained presence 
helped build trust and familiarity with both patients and providers. 
Universally, participants felt the rural clinic was an ideal place to learn about 
team-based collaborative care. This supports a similar view held by many health care 
education researchers idealizing the rural setting for IPE (Mu et al., 2004; Spencer et al., 
2015; Wros et al., 2015). Engagement in the community was agreed upon by all 
participants to be an important aspect of the IPE experience. Having a connection to a 
community was viewed as an important reason for why a health professions’ graduate 
would return to a rural community to live and work. 
However, as previously noted, the perceived benefits of team-based care were not 
widely shared. Perspectives of neutrality toward the combined knowledge and strength of 
a team were found in this study. Many participants were neither overly positive nor 
extremely negative concerning how a collaborative team enhanced the care of a rural 
community. This goes against the widely held belief that a rural community benefits from 
a team-based approach to care (Croker & Hudson, 2015; Minore & Boone, 2002; Taylor, 
Blue, & Misan, 2001). The ambiguity toward rural collaborative health care teams may in 
fact be linked to another widely held perspective found in the data—the clinical setting is 
not where most IPE took place. 
Many participants seemed to favor the non-curricular “social” interactions outside 
of the clinic or hospital for achieving the goals of IPE. Time spent outside of prescriptive 
IPE was viewed as one of the most important elements in learning about other health care 
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professions. Furthermore, these interactions formed the basis for learning how one 
could be an integral part of a team, embedded within a health care community serving the 
needs of a rural area. Of importance, this conclusion is not found in the current IPE 
literature. Therefore, a more in-depth look at this new idea will take place in the 
following section. 
Research Questions One and Two Conclusions 
Reflective journaling provided the space for participants to discuss their thoughts 
and feelings of living and providing care in a rural setting. Overall participants described 
their engagement in the community as the primary means to see if the rural setting was a 
place where they could live and work. Additionally, interacting with their patients, 
learning about their successes, struggles, and way of living was central to participants 
making decisions about where to live after graduation. Out of these general conclusions 
three main suppositions emerged from the journaling data analysis. As discussed in 
Chapter 4, several different Descriptive and Values coding themes were described. 
Within each conclusion I specifically name the key coding themes that were felt to be of 
importance. 
Conclusion 1: Social interaction outside of the clinical experience is a useful 
method for learning about other health care professions. Participants repeatedly wrote 
about the importance of interacting with their fellow classmates outside of formal clinic 
time. They stressed the significance of living together as the main mechanism for 
achieving IPE—learning from and about each other for the purpose of collaboration and 
improved care (Centre for the Advancement of Interprofessional Education, 1997). For 
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instance Participant 1 wrote, “The time in the house hanging out and talking with the 
other students and being able to talk about their experiences and training did more to get 
me to know them than the actual project. I could see how if the project wasn't here people 
could go through their rotations without ever really communicating1 with or getting to 
know their roommates.” Further, Participant 15 remarked, “I was able to get some IPE 
experience from the fact that I had the opportunity to live in the same complex as a 
pharmacy student and a dental student.” The shared living space is therefore foundational 
to a rural IPE experience. This is highlighted in the Social Connectedness Values coding 
theme described in Chapter 4. 
Closely related to this new conclusion is what Hancock et al. (2009) described as 
the Community domain. Recall the previously described need for a rural health care 
provider to feel a sense of connection with other health care professionals and the 
community in which they serve. This connection functions as the basis for not only 
successful recruitment of rural health care providers but also retaining them for years into 
the future. In the same way, students in this study have a deep need for relationship 
formation that is found outside of the prescribed curricular domain of current rural IPE. 
“Living and spending time with an interprofessional team of students provided the best 
views of these people beyond the mandatory projects we had to collaborate on together” 
reflected Participant 17.  
Students felt a genuine connection to each other and the rural community through 
informal conversations, excursions, and down time while in the shared living space. 
Casual social time at the end of the day or on weekends provided the most organic and 
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fruitful time for achieving the goals and objectives of an IPE experience. Students 
learn to appreciate the other members of the health care team through conversations 
around the kitchen table, while on a hike, or in the midst of a community outing. Through 
organic interactions outside of formal curricular constructs, true IPE took place. The 
success experienced through non-curricular IPE begs the question, what are the barriers 
to achieving the goal of IPE in the current delivery method? 
Conclusion 2: Achieving genuine IPE has significant challenges. Many times, 
students wrote about the challenges to working together as part of the IPE curriculum. 
This conclusion was clearly identified within the Values coding Challenges theme. 
Specifically, different academic schedules were described as a consistent barrier. 
Students commented on the struggle to have steady team members present to work on 
group assignments. For example, Participant 24 wrote, “I completely agree. Having other 
students coming and going while working on the project did make some details difficult.” 
Students were coming and going from the rural community at different times. 
Consequently, there was rarely a consistent group to work on curricular requirements and 
provide continuity toward educational objectives. The inconsistency with team members 
made it challenging to build trust within the team. Without this foundational element, the 
benefits of a collaborative health care team are difficult to achieve (Golden & Miller, 
2013). 
A second challenge derived from the data analysis had to do with the student’s 
schedule after arriving in the rural setting. Some participants had traditional clinic hours 
of Monday through Friday, while others did not. This made it difficult to interact during 
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formal IPE time since many of them were not in the clinic or hospital at the same 
time. Some of this can be explained through the differing nature of the type of health care 
educational experiences required for each student. For instance, a medical student may be 
in a rural clinical setting for a surgical experience that involves evening surgeries, on-call 
hours, and weekend emergencies. Conversely, a PA student might be in the same rural 
setting for a pediatrics experience with more traditional “business” hours. Furthermore, 
these two students might not even be in the same clinic space making it difficult to 
achieve curricular IPE goals. Participant 16 remarked, “In all honesty it was difficult 
really getting to know the other students on rotation because of the scheduling differences 
with my rotation. I only got to interact with them a few times and when we were together 
it was nice getting to know a little bit about their education and what their profession 
looks like.” This specific challenge stresses the importance of the previously described 
non-curricular organic interactions as the most meaningful way to connect IPE students. 
A third challenge found was the clinical environment did not always reflect a 
collaborative team-based approach to care. This was highlighted in the Descriptive 
coding Interprofessional subtheme. Moreover, modeling the benefits of a team-based 
approach to care in a rural community was a belief described by students. It was clear the 
desire for a supportive clinical atmosphere was highly valued among the students. “I will 
be honest, I think that working with a team of interprofessional students sounds like a 
really neat idea and I wish I had had the chance to spend some time in clinic with 
students from other professions… the way I experienced it, left something to be desired 
by way of having interprofessional clinical experiences” wrote Participant 21.  
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Additionally, Participant 19 commented, “I think this experience was better for 
getting to know other types of professionals on a personal level. Although we didn't 
actually end up working together as students at the clinic frequently…” Without an 
educational setting that actually demonstrates what a collaborative team does to enhance 
patient care, students will not attain true IPE (Oandasan et al., 2004; Ponzer et al., 2004) 
Conclusion 3: Time spent in a rural IPE experience is useful for 
understanding the challenges and rewards of being a rural health care provider. 
Engaging with rural practicing providers is central to learning what rural life and rural 
health care is really about. The value of clinical time with preceptors as a way to see how 
they handled challenges and celebrated the rewards of providing rural care cannot be 
overstated. For instance, students engaged in rural IPE were able to see how health care 
providers can make a significant difference in the lives of their patients. To put it another 
way, through time spent with their preceptors’ students were able to get a sense for how 
they could impact the health of the entire rural community through providing much 
needed care. Consider Participant 28 wrote, “I love smaller communities because when 
you want to make a difference, it actually seems to help a lot more than if it were a large 
town and what you actually accomplished was a rain drop in the ocean. Here it seems to 
matter more.” This supports research that suggests through hearing the narratives of 
others, students begin to understand what it means to work in a rural community 
(Deutchman et al., 2012; Fink, 2013; Mu et al., 2004; Tolhurst et al., 2006; Willingham, 
2009). 
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The rural IPE experience was also useful for exposing students to the 
challenges of providing care to a rural community. Students reflected on the difficulties 
inherent to a rural clinical practice through their interactions with their preceptors. For 
example, students viewed their preceptors wearing multiple different hats during a busy 
clinic day, which sometimes made it difficult to concentrate on patient care. However, 
without time spent in the clinic, interacting with the preceptor and experiencing the many 
different roles they would need to play, this perspective would not have been possible. To 
take a case in point, Participant 9 remarked, “The beautiful thing about rural medicine is 
that there are so few providers that they have to work together more cohesively and get to 
know each other well in order to provide good healthcare for their patients… In the rural 
setting primary care providers often have a heavier patient load due to understaffing, they 
also provide a wider range of services due to lack of specialists and they spend so much 
time and energy tracking down resources. They are stretched really thin” and Participant 
23 stated, “…since there were fewer specialists, I felt the primary care providers took on 
additional responsibilities and had a broader scope.” As a result, the student’s view of 
rural health care delivery was shaped through exposure to practicing rural health care 
providers. 
Recognition of this challenge led students to reflect on the importance of having a 
team of health care professionals to rely on for expertise, collaboration, and support. 
Moreover, students moved into an understanding of the need for a team to care for a rural 
community. Consider how Participant 4 reflected, “In a rural setting with limited 
resources utilizing the skills of your colleagues is critical to providing exceptional patient 
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care.” This conclusion supports a major aspect of the rural IPE experience; students 
growing in their understanding of how a collaborative team approach benefits both 
providers and the rural community (Croker & Hudson, 2015; Minore & Boone, 2002; 
Taylor et al., 2001). Consequently, as student’s transition to graduates, they may only be 
motivated to return to the rural setting if they know they will be part of a collaborative 
team. 
Research Question Three Conclusions 
The factors identified as part of the Q sort analysis represent shared perspectives 
about rural life, rural IPE, and the motivation for choosing to live in a rural community 
after graduation. The Q sort analysis produced factor arrays reflective of the shared 
perspectives of study participants. It is important to remember these shared perspectives 
about the topic rarely match any one participant’s viewpoint completely. Some of the 
students landed closer to the shared perspective and other did not. Overall, students either 
favored or were open to being part of a health care team, living in a rural setting, or both. 
Of note, no group of participants held the perspective that was positive on team but 
negative on rural. This specific finding is addressed in the recommendations section later 
in this chapter. 
One thing we can be sure of, the rural IPE experience is useful for understanding 
rural life. Additionally, a sustained presence coupled together with some kind of 
community engagement is beneficial to rural IPE. In general, there does seem to be a 
connection between getting involved in the rural community and the decision to return 
after graduation. From these overall deductions, three main conclusions arose from the Q 
 159 
sort analysis along with the most important and least important factors associated 
with that conclusion. Each of these conclusions is directly related to the factor arrays and 
interpretation done in Chapter 4. Specifically, Conclusion 1 is derived from the Factor 1: 
Team-Oriented Rural Optimists Perspective, Conclusion 2 comes from the Factor 2: 
Independent Rural Impartial Perspective, and Conclusion 3 results from the Factor 3: 
Team-Willing Rural Skeptic perspective. 
Conclusion 1: Having a rural IPE experience motivates health care 
professions’ students to return to a rural setting to practice team-based care. Most 
important factors: Being part of a team, age, type of health care profession, length of time 
in a rural setting, and approaching care with humility and good intention. Least important 
factors: Living with other students during the rural IPE experience, limited resources, 
working as a team on a community project, familiarity with the rural environment, and 
connection to the community. 
A longer period of time in the rural IPE environment is one of the most important 
factors for the majority of health profession students. Students did not feel their 
experience was a waste, rather it appeared to help them with decision making about 
where to live after graduation. They favored a sustained presence in a rural setting to 
learn all they could about rural life and providing care to the community. Through a 
longer period of time, they felt accepted and even part of the community itself. The rural 
IPE experiences aided in the understanding of how they could be part of that community 
and contribute as a member of the health care team. Specifically, this conclusion reflects 
literature supporting a sustained presence by a health care professional in a rural setting 
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leads to increased retention (Geyman et al., 2000; J. A. Henry et al., 2009; 
Rabinowitz et al., 2008; Tolhurst et al., 2006). 
Certain health care professions that by nature practice as part of a team, are more 
likely to have a positive IPE experience. This included PAs whose scope of practice is 
defined by a team-based relationship with other practicing health care providers. In 
contrast, health care professions such as physicians and dentists who traditionally practice 
in solo-provider clinics were less likely to have a positive rural IPE experience. Of note, 
purposeful structures of the rural IPE experience do not play a major role in student 
motivation. For example, a community project, living together, and community 
engagement were not found to be important considerations for the students. 
 Conclusion 2: Feelings of isolation and geographic remoteness during a rural 
IPE experience decrease the likelihood a graduate will return to a rural setting. 
Most important factors: Being far away from family and friends, natural resources of a 
rural landscape, length of time in a rural setting, independent learning environment, and 
familiarity with the rural setting. Least important factors: Working together on a 
community project, community engagement, team-based approach to care, and health 
care profession. 
For some, the rural IPE experience produced an outlook of separation from the 
rest of society resulting in a neutral view of living in a rural community. Not having 
family or close friends nearby may lead some health care profession students to choose 
practice locations close to those they have existing relationships with. This is consistent 
with barriers to rural health care provider recruitment and retention described in the 
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literature (J. A. Henry et al., 2009; Kazanjian & Pagliccia, 1996; Mayo & Mathews, 
2006). Community engagement is not perceived as a way to build relational capital; 
however, spending time in a rural community is considered valuable in making future 
practice decisions. Even if the end result favors urban or suburban living, the experience 
students have in a rural community is useful for helping them make future practice 
decisions. 
Contrary to what some might believe, feelings of isolation and remoteness are not 
diminished through participation as a member of a health care team. Further, working 
together with other students on shared curricular activities was not viewed as useful for 
fostering a sense of “teamness” designed to benefit a rural community. The resulting 
student perspective does very little to support current literature that focuses on the 
benefits of team-based care to a rural area (Croker & Hudson, 2015; Minore & Boone, 
2002; Taylor et al., 2001). It is important to note, this perspective was not held by one 
particular health care profession, rather, it was found in medical, dental, and PA students 
alike. 
 Conclusion 3: Having a rural heritage leads to a greater likelihood a student 
will return to the rural setting after graduation. Most important factors: Having a 
first-hand experience in a rural setting, not raising children in a rural setting, location of 
experience, length of time, and familiarity with the rural setting. Least important factors: 
Challenges faced by patients, health care profession, recreational activities, clinical 
environment, and community engagement. 
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 Students with a rural upbringing understand the benefits and hardships of 
growing up in such a setting. They can appreciate the advantages of living in a tight-knit 
community while knowing what struggles are present in rural areas. Undoubtedly, some 
who are raised in a rural community will move away and not to return. However, it 
appears those who have a rural heritage are more likely to return than those who do not. It 
is interesting to note that one of the most important factors was not rearing children in a 
rural area. Consequently, it can be speculated those who know what it is like to be a child 
in a rural town are less likely to want to raise their own children there. 
 The other domain at work here is that of familiarity. Students who are familiar 
with the challenges faced by rural individuals did not appear to be deterred by facing 
them as a health care provider. Rather, meeting those challenges and moving past them 
may actually be a motivating factor. They may have faced similar financial constraints or 
barriers to health care and learned how to overcome them. This conclusion supports 
existing research that having familiarity of a rural area is a motivating factor in choosing 
to live there as a health care provider (Geyman et al., 2000; Hancock et al., 2009; 
Kazanjian & Pagliccia, 1996; Mayo & Mathews, 2006; Owen et al., 2005; Pathman, 
1996; Rabinowitz, 1988; Svinicki, 2004; Tolhurst et al., 2006). 
In the end, a frame of reference or some kind of familiarity with a rural setting 
makes it more likely they will choose to return after graduation. This can also work in the 
opposite direction. A student who does not have good memories of growing up in a rural 
area similar may deem their experience as an important factor is deciding not to choose 
that exact area after graduation. Of note, while having an understanding of the natural and 
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community resources may be useful, according to this study it was not found to be an 
important element when making practice location decisions. 
Limitations 
 A few limitations with this study were noted and will be discussed in this section. 
Each limitation is stated in italics and then explained in detail. Study limitations are 
explained in a way that leads to potential suggestions for future educational programs and 
research. As a result, when possible the limitations are addressed in the subsequent 
recommendations section. 
Participant Reflective Journaling was in an Open Forum 
Study participants entered their on-line journal entries on a discussion board 
through the universities web-based course management system. Fellow classmates could 
read other participant’s journaling and respond if desired. Thus, some participants may 
not have felt as comfortable sharing openly knowing their fellow classmates were going 
to read and potentially respond. This could have led to participants not sharing their true 
perspectives for fear of offending a fellow classmate who may have felt differently. 
 Conversely, responding to fellow classmates may have actually enhanced the 
depth of the journaling. I saw participants responding to each other with phrases like, 
“that is a really good point” or “I appreciate that perspective.” In this way, participants 
may not have thought of certain aspects of their experience and by reading how others 
responded may have made them aware of thoughts or feelings they had not considered. 
Additionally, participants might have felt more open to share about a negative experience 
if they read about a similar experience from a fellow student. Perhaps this lead to 
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participant’s expressing their thoughts and opinions knowing others were doing the 
same thing. 
Q Statement Development 
The Q statements used in this study were derived from my own understanding of 
rural IPE literature and my interpretation of previous health care professions’ student 
journaling. As a result, the Q statements used in this study have the potential to be biased 
by my own beliefs of rural life, rural IPE, and team-based care delivery. In general, using 
a standardized set of Q statements is not recommended (Webler et al., 2009). However, 
despite the use of structured and unstructured methods for Q statement development 
described in Chapter 3, there is potential I did not have the most diverse set of Q 
statements representative of the wide perspectives of rural living, rural IPE, and team-
based care delivery. 
Potential for Qualitative Coding Bias 
When coding the participant journals I would sometimes need to choose between 
a values code that might be viewed as both a belief and a value. For instance, if a 
participant journal entry stated, “I was able to be a part of the standard of care and help 
set that bar: be a larger drop of water in the ocean.” I had to choose between a belief code 
of “Engagement makes an impact” or a value code of “Making a difference.” In order to 
aid in the quandary, I needed to remind myself of the goals of this study along with the 
research questions I was seeking to answer. This recalibration helped me make the 
decision of how to code when faced with this dilemma. 
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My experience as a health care provider had the potential to bias how I was 
interpreting and coding the qualitative data as well. As previously discussed, I hold a 
favorable view of rural life through several rural-based experiences as a child. These 
views combined with my experience in IPE as one of the health care professions involved 
in this study, may have led to a more positive interpretation or code given to participant 
data. However, Cameron (2014) suggests variations within interpretation of qualitative 
data are unavoidable and a natural consequence of the knowledge, background, and 
expertise of the researcher. In the end, as long as these variations are acknowledged and 
taken into consideration when interpreting that data, valuable conclusions can still result 
(Cameron, 2014). 
As described in Chapter 3, member checking was done with my study 
conclusions. PA student participants were asked to review the study conclusions to see if 
they reflected their general perspective. While this aided in the protection against 
researcher bias, no other health care professions’ were used in member checking. Thus, 
the study conclusions are subject to researcher bias from my perspective as a health care 
provider, health care educator, and participants from my own health care profession. 
No Demographic Data Collected for Research Questions One and Two 
Another limitation was the lack of demographic data collection as part of the 
reflective journaling. I did not collect demographic data like I had with the Q sort. 
Therefore, I was not able to correlate participant journaling to a health care profession, 
age, rural heritage, marital status, children, or gender. For instance, correlating the warm, 
cold, or neutral themes to a participant’s upbringing would have given me insight into 
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how the dimension of familiarity plays a role in forming perspectives of rural life or 
team-based care. 
I was able to connect the location of the rural IPE experience to each participant’s 
reflective journal based on the location of the Research Assistant who collected the data. 
Additionally, some participants volunteered their health care profession of study in the 
midst of their journaling. When possible, these demographic data were used during the 
journaling analysis. 
No Educational Sequence Data Collected 
I did not collect data related to when in the sequence of the participant’s education 
the rural IPE experience actually occurred. Stated another way, when data collection took 
place I did not know if the participant was one month away from graduating or 10 months 
away. It can be speculated that if a participant were near the end of their training they 
might have had a different perspective than if that same participant was completing the Q 
sort or reflective journaling early in their training. 
No Coordination Between Qualitative and Quantitative Participants 
As previously stated, it was assumed a certain number of participants supplied 
both qualitative and quantitative data. However, there was no formal correlation between 
what was gathered as part of the reflective journaling and the Q sort. As a result, I could 
not analyze how a participant sorted Q statements with how that same participant 
reflected on similar topics through their journaling. 
 This was simply a missed opportunity and an oversight on my part. The 
correlational data would have provided understanding into how participant’s perspectives 
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on team-based care and rural life was reflected in both the journaling and the Q sort. 
Furthermore, it may have produced similarities or potential differences in the 
participant’s perspectives, which would shed light on the validity of the data collection 
methods used. For instance, a participant whose Q sort reflected factors positive of a rural 
community and journaling contained statements placing a high value on rural life, 
strengthens the validity that both data collection methods are capturing the same thing. 
Limited Variation of Health Care Professions 
As previously stated, over the 6 months of data collection, a total of 63 health care 
professions’ students spent time in the OHSU Campus for Rural Health. As a result, I 
was limited to the health care professions contained within that group of 63 students. 
Unfortunately, this group only contained four out of the possible six health care 
professions in the Campus for Rural Health. Thus, I was not able to collected data from 
nursing or public health. With these limitations, I was not able to analyze how a nursing 
or public health student felt about rural life or team-based care. These are important 
professions as they bring valuable perspectives outside of the traditional health care 
provider role found in most health care setting, rural or urban. 
Participant Selection Bias 
Another limitation to my study is how participants were selected to have a rural 
IPE experience in the first place. Some participants volunteered to go and others were not 
given the choice but were assigned to do a rural IPE experience as part of their education. 
This has the potential to create a selection bias with those who volunteered to go and 
those who did not. For example, some participants may have chosen to do the rural IPE 
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experience because they were already interested in rural living. These participants 
could have already favored rural life and were planning to live in a rural setting after 
graduation. Thus, the rural IPE experience may have had very little to do with changing 
their perspective about rural living. 
 Conversely, students who were assigned a rural IPE experience without any 
interest in going might have brought a negative perspective to the data, potentially 
producing a bias against rural life or team-based care. This bias may have had nothing to 
do with the constructs of IPE or even a team-based approach but with the student’s 
perceived prejudice against a rural setting. Therefore, not knowing a student’s reason for 
being part of a rural IPE experience in the first place limits the amount of credit given to 
the rural IPE experience with motivating them to return after graduation. 
Recommendations 
The recommendations from this study are generated from a combination of data 
analysis, conclusions, and limitations. Specifically, many of the recommendations in this 
section address the limitations identified in this study. However, some recommendations 
address concerns identified in the data analysis and interpretation. Further, certain 
recommendations represent logical next steps in the continued investigation of a rural IPE 
experience. In order to draw a clear connection to the reason behind the recommendation, 
each one begins with a statement of where it stemmed from. The recommendations are 
divided into two categories: educational and research. Educational recommendations 
speak to what approaches health care educators can take when designing future rural IPE 
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experiences. Research recommendations address specific methodological changes to 
be made with future study of rural IPE. 
Educational Recommendations 
The educational recommendations in this section are listed in order of importance. 
All of the educational recommendations are significant; however, certain 
recommendations are felt to have a higher impact on IPE, rural IPE, and the pedagogy 
surrounding health care education. Therefore, the education recommendations start with 
the most important and move to the least important. 
Recommendation 1: Support non-curricular IPE learning opportunities. As 
previously noted in this chapter, students highly valued the organic interactions outside of 
formal curricular time as a major contributor to achieving the goals of IPE. However, 
some curricular structure is needed when attempting to increase motivation for rural 
living through IPE (Chen et al., 2010). The literature also stresses the importance of a 
supportive team-based clinical space is central to IPE curriculum (Croker & Hudson, 
2015). As previously noted, there is a gap in the literature describing the significance of 
informal IPE time to developing student understanding of team and similarly rural life. 
Therefore, I recommend future rural IPE experiences contain purposeful non-
clinical IPE that includes down time, shared living space, and community engagement 
activities. The rural setting provides the unique opportunity to house students together 
and provide non-curricular time for social IPE to take place. Students are often looking 
for opportunities to engage with fellow classmates and the community around them in 
order to push against feelings of isolation that are sometimes present with a rural 
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educational experience. In a setting where the clinical environment is difficult to 
control, supporting the learning that exists outside of the clinic is central to successful 
rural IPE. 
Recommendation 2: Conduct IPE experiences in hospitals and clinics where 
collaborative team-based practice is modeled. As described in the values coding 
Challenges theme, participants expressed the paucity of IPE in the clinical setting and 
suggested the goals and objectives of IPE were actually accomplished outside of the 
clinical realm. The push for IPE to move into the field necessitates clinics and hospitals 
practice the collaborative team-based approach educators are seeking. Without the 
environment to support IPE, students are less likely to learn the valuable roles they and 
others can play as part of a health care team (Croker & Hudson, 2015). 
As discussed the previous recommendation, the importance of non-clinical and 
non-curricular time for students is an important factor in IPE. However, the significance 
of an atmosphere where health care team members practice what they are teaching cannot 
be overstated. This concurs with Ponzer et al. (2004) and Smith et al. (2005) who 
contended the quality of the clinical environment and those who serve in preceptor roles 
are one of the most important elements in IPE. Consequently, the need for a collaborative 
team-based clinical environment to serve as a role model and support student learning is 
an essential component of achieving the goals and objectives of IPE. 
Recommendation 3: Conduct formal urban IPE experiences. As noted in the 
introductory section of the research question three conclusions, I did not identify a shared 
perspective that was positive on team but negative on rural. It can be speculated this is 
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because I did not have any groups in my study who were part of an urban IPE cohort. 
To put it another way, participants’ negativity for rural pulled down their affinity for 
team. Because they were not motivated to live in a rural area, they were not as motivated 
to practice team-based care. Hence, if I had a comparable urban IPE cohort to include in 
the study, I might see their team affinity be stronger because they are more positive about 
the setting in which the IPE takes place. 
As it stands now, the only formal clinically based IPE component for students at 
the university is in a rural setting. Rural clinics and hospitals are not the only places 
team-based practice occurs. In fact, urban hospitals have been described as a suitable 
place for IPE (Ponzer et al., 2004). Using an urban IPE experience for students may 
actually expose them to how a team can function in a high-need setting regardless of 
geographic location. This approach would elevate the benefits of a team-based approach 
to care described in the literature (Golden & Miller, 2013; Oandasan et al., 2004). 
Moreover, students who experience both rural and urban IPE would have the opportunity 
to see how team-based practice is delivered in a variety of settings. This will further 
inform their decision of where to live and provide care after graduation. 
Recommendation 4: Group IPE cohorts according to clinical rotation type. 
The above recommendation cited the challenges identified in both the journal coding and 
the conclusions section. Specifically, student schedules while doing various rural clinical 
experiences was described by study participants. It is important to note that the need for 
diverse clinical experiences in the rural setting is an essential aspect to a well-rounded 
rural IPE experience. Students need to spend time with rural primary care providers, 
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general surgeons, dentists, social workers, pharmacists, and emergency room 
personnel. However, these different health care professionals often have varying 
schedules meaning students assigned to these disciplines have difficulty finding common 
times to interact. 
Linked to the previous recommendation, I propose the IPE cohorts be grouped 
together according to clinical rotation type. This will still allow multiple health care 
professions to be in the same cohort, but will provide the opportunity for a student who is 
doing shift-work in the Emergency Department to interact with a student with non-
traditional hours while on a general surgery rotation. Accounting for different daily 
schedules allows students to interact in non-clinical ways and supports the overall IPE 
goals outlined by Oandasan et al. (2004); team members discussing and negotiating each 
other’s roles, gained trust of one’s own competence and the competence of others, and 
respecting the unique contribution of the other team members. 
Recommendation 5: Develop a common IPE experience calendar. As 
discussed in the research questions one and two conclusion section, noted barriers to 
accomplishing IPE exist in the rural clinical setting. Through my journaling analysis, the 
Challenge theme highlighted the issue of not having a consistent group of students to 
accomplish curricular goals and objectives. Attempts at bringing together all programs 
and schools at OHSU into one unified academic calendar have been tried. Unfortunately 
curricular redesign and the specific needs of each program of study have gotten in the 
way. 
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Thus, I recommend the rural IPE experience contain unified start and stop 
times for participating programs and schools. Health care educators could actually fill in 
offsetting days or weeks with rural IPE activities designed to prepare students for the 
rural IPE experience. Specifically, this supports research done by Deutchman et al. 
(2012) that outlined the importance of preparatory work on the part of the student in 
creating a meaningful rural IPE experience. Ensuring all students are arriving and 
departing at the same time will build a consistent IPE cohort where shared work and trust 
can flourish. 
Recommendation 6: Conduct reflective journaling in a closed forum. As 
discussed in the study limitations, students wrote their journals on an open forum via the 
university course management system. Therefore, next time I would have all the 
participants’ journal either anonymously or not share their journaling with classmates. 
This would provide consistency for all participants and may actually increase the depth of 
sharing. Furthermore, this approach removes potential barriers to the transformative 
process that reflection brings and sets the study up for the best chance of success (Jensen 
& Royeen, 2002). This may result in participants feeling open to express thoughts or 
feelings they would otherwise not share. Providing a safe space for students to reflect on 
their experiences would enable them to compare the various settings where they have 
worked, discuss community issues, and brainstorm about solving problems they have 





Recommendation 1: Conduct a one-way structured Q sort. As explored in the 
conclusions section of this chapter, several suppositions were derived from the analysis. 
A suitable approach to test those conclusions would be to administer a one-way 
structured Q sort in a future rural IPE study. A one-way structured Q sort specifically 
tests individual theories or conclusions generated from previous research (Kerlinger, 
1986). First, an equal number of Q sort statements are chosen from the major categories 
or tenants of the conclusion in question. Then, participants are selected to specifically 
represent the major categories of the conclusion. If the conclusion is valid, the 
participant’s Q sort will be in-line with the conclusion in question. In other words, the 
participants sort the statements according to their expected values. 
For example, if I wanted to test my conclusion that having a rural IPE experience 
motivates health care professions’ students to return to a rural setting to practice team-
based care, I would use a one-way structured Q sort to help validate this hypothesis. In 
this case I may want to focus in on the health care profession as the central aspect to this 
conclusion. Thus, I would write the Q statements specifically to represent the different 
health care professions’ values as a motivating factor for returning to a rural setting. 
The Q sort would contain five statements representing nursing values, five 
statements representing pharmacy values, five statements representing medicine values, 
and so on. Therefore, when selecting participants for the study, it would be important to 
have representatives of all health care professions found in the hypothesis. This 
underscores the importance of having the full variety of participants is essential to 
 175 
validating the conclusion in question. As previously discussed, only three health care 
professions were part of the Q sort; thus, not representing a complete picture of all 
students in the OHSU Campus for Rural Health. Further, this approach was not used 
because I did not have an existing theory or hypothesis from prior research to test in my 
study. 
Recommendation 2: Include equal numbers of health care professions’ 
participants. As previously stated in the limitations section, not all of the health care 
professions’ that have a rural IPE experience in the OHSU Campus for Rural Health were 
represented in my study. As a result, I recommend future rural IPE research include as 
many different health care professions’ perspectives as possible. Additionally, in order to 
achieve research recommendation one, more health care professions are needed to test 
conclusions related to specific perspectives of the different health care professions. 
Research analysis would therefore focus on connecting outcomes to the value 
system of each health care profession and correlating that back to the conclusion or 
hypothesis being tested. This manner of analysis stresses the importance of having 
participants with known attitudes or roles to perform the Q sort (Kerlinger, 1986). Thus, 
participant sampling would need to ensure health care profession students from a wide 
variety of roles and approaches are represented. Specifically for my study, data collection 
would need to be extended until participant representation included an equal number of 
all six health care professions at the OHSU Campus for Rural Health. 
Recommendation 3: Compare the results of this study with the results of 
future similar studies. The limitations section of this study described several areas for 
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potential bias. One approach to address potential researcher bias is to compare my 
results to the results of future rural IPE research. For example, using the arrays from my 
study as a basis for comparing future rural IPE Q sort arrays helps increase the 
trustworthiness of hypotheses and theories born out of rural IPE research. Sexton et al. 
(1998) suggested comparing Q sort results at different points in time with different 
cohorts looking for similarities increases reliability. Furthermore, correlating the Q sorts 
of new rural IPE participants can aid in the study of “attitude, value, belief, and 
perception (or judgment) change” (Kerlinger, 1986, p. 517). This type of comparison aids 
in the understanding of how perceptions of health professions’ students vary from year to 
year, location to location, or even university to university. Additionally, by comparing 
my research to that of future similar studies, decreases the influence of any potential bias 
introduced in this study. 
Recommendation 4: Conduct pre- and post-experience Q sorts. In the 
limitations section, it was noted there was no demographic data collected on when in the 
student’s education the rural IPE experience took place. Moreover, the research question 
three analysis section contained a conclusion that prior rural experiences influences 
future practice location. One approach to analyze in what way prior experience impacts 
current learning involves the use of pre and post-experience Q sorting. Therefore, I 
recommend expanding the Q sort beyond just the post rural IPE experience timeframe. 
A noted strength of Q methodology is the ability to study the complexities of the 
participant perspectives through objectively measuring subjectivity. In order to dive 
deeper into this analysis I would have students complete the Q sort before and after the 
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rural IPE experience. This would allow for specific exploration of attitudinal 
modification of the student as it relates to the rural IPE program (Kerlinger, 1986). 
Specifically in my study, many of the participants did not have a rural upbringing. Thus, 
is would be useful to capture the potential change in perception of what it means to live 
and work in a rural community for these students. This would draw particular attention 
on the impact of a rural IPE experience as a motivating factor. 
Recommendation 5: Collect additional demographic data on all participants. 
As described in the limitations section, no demographic data were collected for the 
reflective journaling participants. As a result, I recommend future rural IPE research 
gather similar demographic data on each participant and expand the type of demographic 
data collected. This would increase the understanding beyond how participant 
characteristics impact factors when making practice decisions to include analyzing how 
those characteristics influence descriptions, values, attitudes, and beliefs about rural IPE. 
As noted in the limitation section, no demographic data were collected on how far 
along each participant was in their education. Therefore, I recommend gathering 
information such as how close a student is to graduation, how long their rural IPE 
experience was, and what institution they are enrolled in. This would shed light on other 
elements that play into motivation level for choosing rural or not. For example, 
correlating an individual’s Q sort to the type of academic institution could provide useful 
information on how a particular university’s rural mission plays out in the lives of its 
students. 
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Furthermore, collecting information on when in the sequence of their 
education the rural IPE experience occurred—knowing if it is early or late in their 
education—would give insight into what perspectives they might have about team-based 
care. For instance, a student that has already had 7 months of clinical training with 
different health care teams may have a more positive perspective than a student who is 
doing a rural IPE experience early in their training without any previous exposure to 
team-based practice. Thus, knowing how far along a student is in their education will 
help researchers take into account previous health care education exposure. Additionally, 
if a student is just weeks away from graduating and they spent the last three months in 
rural IPE, how they reflect on their experience may vary from a student who is several 
months away from graduation. Analyzing those participants who fell into a particular 
factor may be easier since I would know if other elements such as nearness to graduation 
or pressure to find a job are influencing their decision of where to practice. 
Recommendation 6: Collect qualitative data during the Q sort. As noted in 
the introductory section of the research question three conclusions, the shared 
perspectives produced from the Q sort analysis seldom match any one participant’s 
viewpoint exactly. In order to gather insight into how individual participant perspectives 
guide the completion of a Q sort, I recommend future research include logging participant 
comments as they perform the Q sort. To accomplish this, either the Research Assistant 
or I would be present during the Q sort to encourage participants to verbalize their 
thinking as they sort the Q statements. Recording participant thoughts, insights, and 
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perspectives on rural life, IPE, and team-based care would yield valuable contextual 
information as well as participant opinions of the Q statements themselves. 
Webler et al. (2009) suggested using participant comments made during the Q 
sort to aid in the understanding of “why people who load on a certain factor placed a 
certain statement where they did” (p. 33). For instance, knowing why a PA student 
ranked a purely team-based statement very high but a rural team-based statement much 
lower would give insight into their perspective of health care delivery in a rural setting. 
Furthermore, understanding how participants interpret the Q statements in relation to 
other statements in the context of the environment under study is an important 
consideration when describing participant perspectives (Webler et al., 2009). 
Gathering participant comments during the Q sort can help guard against 
researcher bias during the factor analysis. Applying participant comments to the Q sort 
interpretation keeps the factor interpretation away from simply re-creating what the 
researcher believes is true and more on the participant’s perspective (Webler et al., 2009). 
In the end, collecting additional qualitative data during the Q sort would shed light on the 
multiple components that motivate a decision of where to live and provide care. 
 Recommendation 7: Correlate participant journaling and the Q sort. As 
noted in the limitations section, the participant journaling was not linked to the same 
participant’s Q sort. Correlating the participant Q sorts to their reflective journaling is 
another recommendation for future research. As described in Chapter 4, reflective 
journaling gave valuable insight into the students’ thoughts, feeling, and emotions of the 
rural IPE experience. Linking the same participant data to their completed Q sort would 
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aid in the understanding of why they sorted Q statements the way they did or 
conversely, why they described a belief or value in a particular way. 
 Pruslow and Owl (2012) suggested the value of assessing shared perspectives 
comes from looking at how students interpreted factors in a Q sort in light of their 
experiential learning reflections. In other words, linking the data gathered from a 
reflective journal to the completed Q sort is invaluable to understanding the complexities 
of individual perspectives. This leads the student to a deeper level of engagement as 
completing the Q sort requires students to interpret their thoughts and feelings generated 
from the field experience as recorded in the journal (Pruslow & Owl, 2012). Thus, 
linking the qualitative and the quantitative on the same participant becomes an essential 
next step in future rural IPE research. 
Model IPE Program 
 At this point in the dissertation an obvious question to ask is, so what do we do 
based on the information gathered, studied, and interpreted? Centered on my 
recommendations, I suggest this is where the results might lead us: The creation of an 
experiential IPE program designed to provide rural and urban team-based health care 
training with a purposeful curriculum intended to prepare and motivate students to return 
to these settings after graduation. 
 There is no doubt that rural health care training is a worthwhile endeavor and the 
clinical setting can provide the ideal place for IPE. However, a framework that allows for 
flexibility, creativity, and collaboration is the foundational. The three different 
perspectives defined as part of the Q sort, helped me understand that students are 
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generally in favor of rural life and team-based care or at the very least open to it. For 
example, each perspective included language reflecting a willingness or optimism toward 
the rural setting and team-based care. For some, this experience is only the beginning to 
considering how living and providing care to a rural community might be the place for 
them. However, my model begins with interprofessional students in both the rural and 
urban clinical setting. As a result, the following five pillars form the framework for an 
ideal experiential IPE program. 
Pillar 1 
Interprofessional students from different backgrounds with different career 
goals, divided up into clinical rotation type cohorts with the same start and stop 
times. First, students need to be from different health care professions for this to be IPE. 
Second, I suggest students who are from both rural and urban backgrounds—some with 
an interest in rural and urban care, others without. This gives the opportunity to expose 
some students to rural and urban care, while also allowing the student with prior 
experience in these settings to solidify their resolve to return after graduation. Students 
should be divided up into rotation type to allow for students with similar clinical 
schedules to engage in IPE both inside and outside the clinic. For instance, all students 
who are on a surgical rotation would be grouped together separate from students doing 
primary care experiences to provide for IPE that might be dependent on student schedule. 
Lastly, in order to minimize the disruption to the cohorts, students within these rotation 




Minimum of 4-week clinical experiences in settings that practice 
collaborative team-based care. Length of time spent in these settings does matter. 
Therefore, a minimum of 4 weeks to allow for a sustained presence in the community is 
needed. Students should only be sent to clinical environments where team-based care is 
actively practiced. This will require some clinics to undergo some level of practice 
transformation in order to become eligible to host cohorts of interprofessional students. 
The need for collaborative team-based modeling and the student mentoring that comes 
from this type of setting is of upmost importance. 
Pillar 3 
Conduct clinical and social IPE. Following closely with Pillar 2, IPE must take 
place in and outside of the clinic itself. When engaged in clinical training, 
interprofessional students should be learning how to care for patients in the midst of a 
practicing healthcare team. In order for students to understand what collaborative team-
based care delivery is all about, they need to be involved as it is happening. Additionally, 
the need for interprofessional students to interact in less formal social settings is essential 
to IPE. Learning from, with, and about other health care professionals is often done 
through organic conversations over a meal or on a bike ride. To this end, the cohorts of 
students must live together. Interacting with students from other professions in the non-





Provide opportunities for community and environmental engagement. It is 
clear interacting with the community itself is a central component to experiential IPE. 
Moreover, allowing time for students to get out and experience the natural environment is 
also needed. Therefore, my ideal IPE program builds in time for students to go on a hike 
together, meet with community members, and fully understand the place they are 
considering calling home. 
Pillar 5 
Allow time for inter- and post-experience reflection. Finally, I would require 
students to write down what they are seeing, learning, and experiencing through 
dedicated reflective journaling times each day or week. This would be done individually 
and not for other students, mentors, or educators to see. Students could share their 
reflections with others if they choose, but at the very least, it gets the students to think 
about what this experience means for them. The process of reflecting on the impact of 
rural or urban IPE may be the most effective tool in motivating them to return. 
Dissertation Summary 
 This dissertation set out to explore health care professions’ student perspectives of 
a rural IPE experience at two locations in the state of Oregon. Students assigned to the 
OHSU Campus for Rural Health in Coos Bay or Klamath Falls voluntarily consented to 
be part of the study to further understand what motivates them to make future practice 
location decisions. A mixed method study design was employed to answer the following 
three research questions: 
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1. How does working with an interprofessional team shape student views on 
future work with people in those professions? 
2. How does the rural IPE experience influence a student’s perspective on 
working in a rural setting? 
3. What factors do students participating in a rural IPE experience consider most 
important and least important in making a decision to practice team-based 
care in a rural setting? 
Data from two main sources were collected to answer the research questions for 
this study. Research questions one and two utilized qualitative data from student 
reflective journaling completed during their rural IPE experience. Research question 
three used quantitative data from a post-experience Q sort. The theoretical lens of 
Motivation Theory was applied to explore how a student’s perspective of a rural IPE 
experience could motivate them to return or not return to the rural setting to live and 
provide care. My data analysis set out to understand student perspectives, while at the 
same time learning about how those views are shaped by experiences before and during 
rural IPE. Therefore, the end result provided the opportunity to discuss, relate, and 
produce enlightenments to living in a rural setting and providing team-based care to a 
rural community. 
The use of descriptive and values coding helped me define the participant’s 
motivation or philosophy for rural living and team-based health care delivery (Saldaña, 
2013). Specifically, understanding how a participant reflected on a rural community and 
how those thoughts lead to actions, aided in the understanding of why rural health care 
providers move to or out of a rural setting. The attitudes and beliefs of the participants 
gathered through the reflective journals brought an understanding of student perspectives 
about rural communities and the practice of team-based care. To put it another way, 
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participants each brought with them their description of what it meant to be a health 
care provider in a rural town. However, qualitative analysis alone provided only partial 
understanding. As a result, Q methodology set out to study participant subjectivity in an 
objective way. 
Q methodology helped students who may profess uncertainty about particular 
topic areas to think introspectively about their thoughts and feelings regarding team-
based collaborative practice and rural life. Moreover, it encouraged participants to 
articulate their thoughts, feelings, and emotions about rural IPE even though they may 
not have been able to journal a well-crafted response to a set of prompts. Q sort analysis 
gave me information about representative patterns that emerged out of the participant’s 
perspectives in the form of factor arrays. These arrays represented significant associations 
between viewpoints from participant to participant. In the end, the shared perspectives 
reflected “inter-subjective orderings of beliefs that are shared among people” (Webler et 
al., 2009, p. 8). Ultimately, the Q sort analysis revealed how the elements of a rural 
experience and team-based care delivery impact student perspectives of rural life and 
rural care and what elements were most important and least important in shaping their 
outlook. 
In conclusion, the theoretical framework of how motivation plays a role into the 
decision of where a health care provider lives and works also aided in the understanding 
of the effects of a rural IPE experience. Viewing student perspectives of rural IPE 
through the theoretical lens of motivation has an impact on how and where future health 
care professions’ students are educated. The data gathered from this study helped inform 
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educators, students, health care providers, patients, and community members about a 
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You are being asked to participate in a research study that is being done by Candyce 
Reynolds, PhD, who is the Principal Investigator and Curt Stilp, MS, PA-C, from the 
Graduate School of Education, at Portland State University in Portland, Oregon. This 
research is studying the student experience in a rural interprofessional health care 
education program. 
 
You are being asked to participate in this study because you are participating in the 
Oregon Health & Science University (OHSU) Campus for Rural Health clinical rotation. 
This form will explain the research study, and will also explain the possible risks as well 
as the possible benefits to you. We encourage you to talk with your family and friends 
before you decide to take part in this research study. If you have any questions, please ask 
one of the study investigators. 
 
What will happen if I decide to participate? 
 
If you agree to participate, the following things will happen: 
 
Your weekly reflection journals will be collected and analyzed for your views, attitudes, 
and thoughts of Interprofessional Education (IPE) in a rural clinical setting. You will be 
asked to submit your journals to the OHSU Campus for Rural Health Education 
Coordinator for your location. Your data will be de-identified so that neither we nor any 
other researcher, preceptor, or faculty would be able to identify you. We will also include 
“member check” prior to sharing our findings to ensure that you also believe we have 
protected your identity. We will not communicate any of your data to those who are 
grading or evaluating you. Additionally, at the conclusion of your clinical rotation you 
will be asked to do a ranking of subjective statements that represent factors surrounding 
team-based care in a rural setting (Q sort). The Q sort will also ask you for basic 
demographic information to indicate your health profession of study, gender, age, rural or 
urban background, if you have children, marital status, and which location of the OHSU 
Campus for Rural Health you attended. Your de-identified completed Q sort will 
automatically be emailed to us when you finish. At the conclusion of the study, all of the 
data will be permanently deleted. 
 
How long will I be in this study? 
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Participation in this study will take a total of 4 hours over a period of 1 to 4 weeks. 
Your participation in the study will continue until the study’s conclusion which is 
estimated to be one year. 
 
 
What are the risks or side effects of being in this study? 
 
There are risks of stress, emotional distress, inconvenience and possible loss of privacy 
and confidentiality associated with participating in a research study. 
For more information about risks and discomforts, ask the investigator. 
 
What are the benefits to being in this study? 
 
You will not directly benefit from being in this study. However, by serving as a 
participant, you may help health care preparation institutions learn how to better design 
rural IPE programs in the future thereby improving future students’ experiences. 
Furthermore, the information provided may aid rural communities in the recruitment and 
retention of health care professionals. 
 
How will my information be kept confidential? 
 
All reflection journals, Q sorts, and demographic information will be de-identified so 
there is little chance of breach of confidentiality. All data will be kept on the secure 
OHSU box.com cloud storage system and permanently deleted once the study has 
concluded. The study investigators will protect the security of all your personal 
information, but we cannot guarantee confidentiality of all study data. 
 
Information contained in your study records is used by study staff. The Portland State 
University Institutional Review Board (IRB) that oversees human subject research and/or 
other entities may be permitted to access your records, and there may be times when we 
are required by law to share your information. It is the investigator’s legal obligation to 
report child abuse, child neglect, elder abuse, harm to self or others or any life-
threatening situation to the appropriate authorities, and; therefore, your confidentiality 
will not be maintained. 
 
Your name will not be used in any published reports about this study. 
 




Can I stop being in the study once I begin? 
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You do not have to join this or any research study. If you do join and later change 
your mind, you may quit at any time. If you decide not to join or withdraw early from the 
study, there will be no penalty or loss of any benefits to which you are otherwise entitled. 
Whether or not you participate will have no effect on your preceptor evaluation or grade 
for your community based project course; in fact, there will be no communication 
between the researcher and the preceptor. 
Whom can I call with questions or complaints about this study? 
 
If you have any questions, concerns or complaints at any time about the research study, 
Curt Stilp, or his associates will be glad to answer them at 503-494-4639. 
If you need to contact someone after business hours or on weekends, please call 503-989-
0153 and ask for Curt. 
 
Whom can I call with questions about my rights as a research participant? 
 
If you have questions regarding your rights as a research participant, you may call the 
PSU Office for Research Integrity at (503) 725-2227 or 1(877) 480-4400. The ORI is the 
office that supports the PSU Institutional Review Board (IRB). The IRB is a group of 
people from PSU and the community who provide independent oversight of safety and 
ethical issues related to research involving human participants. For more information, 





You are making a decision whether to participate in this study. Your signature below 
indicates that you have read the information provided (or the information was read to 
you). By signing this consent form, you are not waiving any of your legal rights as a 
research participant. 
You have had an opportunity to ask questions and all questions have been answered to 
your satisfaction. By signing this consent form, you agree to participate in this study. A 
copy of this consent form will be provided to you.  
____________________________ ____________________________ ___________  




This research study has been explained to the participant and all of his/her questions have 
been answered. The participant understands the information described in this consent 
form and freely consents to participate. 
_________________________________________________  
Name of Investigator/ Research Team Member (type or print)  
_________________________________________________ ___________________ 
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1.  The rural setting makes me feel 
comfortable and at ease.  
Social Hancock et al., 
2009 
2.  The social challenges rural patients face 
make it hard for me to provide care 
Social Student 
reflection journal 
3.  I noticed the people seem happy in spite 
of significant disadvantages.  
Social Student 
reflection journal 
4.  Time and sustained presence in a 
community helped build trust and 
familiarity. 
Social L. R. Henry & 
Hooker, 2007 
5.  Working on a community project 
provides the most suitable platform for 
learning how to communicate with other 
members of the health care team. 
Team Student 
reflection journal  
6.  Seeing patients together combines our 
knowledge and strength to provide care.  
Team Student 
reflection journal 
7.  Working together in the clinic serves as 
great “peer” support that is needed.  
Team Student 
reflection journal 
8.  The nature in which care is delivered in 
a rural setting lends itself to team-based 
patient-centered care. 
Team Spencer et al., 
2015 
9.  IPE leads to a greater understanding of 
my own role on the health care team. 
Team Ponzer et al., 
2004 
10.  Returning to something that is familiar 
is the most important reason I would 
choose a rural community.  
Familiarity Hancock et al., 
2009 
11.  Knowledge and experience with rural 
recreational activities lead to acceptance 
by the community.  
Familiarity Bell, 1992 
12.  
 
As an outsider to a rural community, the 
best approach is through humility, 
curiosity, and good intention. 
Familiarity Student 
reflection journal 
13.  Having no familiarity with a rural 





14.  Time spent in a rural setting does not 
lead to a greater understanding of rural 
life. 
Familiarity Student 
reflection journal  
15.  Rural communities have limited funds 




16.  The most important role of a health care 
provider is community engagement.  
Community Student 
reflection journal  
17.  Rural culture is one where community-
minded individuals value resilience and 
practicality. 
Community Philo et al., 2003 
18.  A rural community provides ample 
opportunities for creativity, meaning, 
variety, and autonomy. 
Community Hancock et al., 
2009 
19.  The rural IPE experience helped me 
answer questions about rural life.  
Motivation Deutchman et al., 
2012 
20.  My exposure to rural practice had 
generated an interest in a rural 
community.  
Motivation Tolhurst et al., 
2006 
21.  By being exposed to a rural clinical 
experience, I gained understanding 
about how my interests and desires 
could be met in a rural setting. 
Motivation Tolhurst et al., 
2006 
22.  Certain health professions come with a 




23.  The rural IPE experience did not expand 
my understanding of the respective 
health care professions.  
Professional Student 
reflection journal 
24.  Feeling professionally isolated is 
common in a rural community.  
Professional Lindsay, 2007 
25.  Rural healthcare practice does not allow 
time away from your patients.  
Professional Whitcomb, 2005 
26.  The availability of outdoor activities 
attracts me to the rural setting.  
Personal Student 
reflection journal  
27.  The most important aspect of rural IPE 




28.  I want my children to grow up in a rural 
area.  
Personal Kazanjian & 
Pagliccia, 1996 
29.  I felt judged for not having views and 
beliefs similar to my patients.  
Personal Slama, 2004 
30.  Isolation from family and friends is a 
major reason for not choosing to live in 
Personal J. A. Henry et al., 
2009 
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a rural community.  
31.  The most effective rural IPE allows for 
engagement in the community. 
Education Deutchman et al., 
2012 
32.  The rural clinical setting provides the 
best opportunity to learn about other 
health care professions.  
Education Student 
reflection journal 
33.  The rural setting is not a good place to 
apply the IPE model.  
Education Student 
reflection journal 
34.  Seeing patients together with another 




35.  The rural IPE experience harnessed the 
potential of rural services to promote my 
interprofessional capability. 
Education Spencer et al., 
2015 
36.  Feeling a connection to a rural 
community makes it more likely to 
return after graduation.  









Journal Coding Table 
 









Values Code2  
Participant 1: Working with people of different 
professions during the rural project definitely 
effects the way you will work with people in those 
professions in the future. For me living in the same 
house and getting to know the different people and 
this being my second rotation in Klamath and 
participating in the IPE project both times gives 
me a good perspective on it as well. The time in 
the house hanging out and talking with the other 
students and being able to talk about their 
experiences and training did more to get me to 
know them than the actual project.2 The project did 
make us have to meet outside of the Monday class 
though.1 I could see how if the project wasn't here 
people could go through their rotations without 
ever really communicating1 with or getting to 
know their roommates.2 I was lucky enough to 
work with most of the different medical 
professions2 at the rural campus including medical 
students, pharmacy students, and dental students, 









V: Social time 
A: Lucky 




Participant 2: Working interprofessionally with 
other students has been a great way to learn2 about 
the training and scope of practice of different 
fields, as well as how these different health 
professions interact in the clinical setting. I feel 
like I have a much better understanding2 of the role 
of each profession in patient care. Working on this 
project all together was a great way to get us all 
introduced to each other2 and we ended up having 
a really fun time hanging out around the house and 
around town together.2 
 
I was considering rural practice before I came 
down here and have enjoyed being involved in the 
community project.2 I think it was a great way to 
learn about a specific problem that this community 
faces and I would like to be involved in projects 












V: Hanging out 
A: Enjoyed 




B: Great way to 
learn 
B: Made an 
impact 
A: Enjoy rural 
practice 
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I think the neat thing about being in a small rural 
area1 is that the intervention made by the outcome 
of a project can have a positive impact on the 
whole community,1, 2 whereas similar projects in a 
bigger city would most likely focus a small subset 
of the population. So, I would summarize by 
saying that I have really enjoyed getting to know 
this smallish community1 and think I would enjoy 
rural practice2 in the future.2 
 
Participant 3: I did very much like working with 
other students from other professions2 on the Rural 
Community Project, and getting to live and 
interact with them on a daily basis as well.2 I think 
that it led to a greater appreciation for them as 
people.2 However, I don't know if it really 
expanded my knowledge or appreciation for their 
individual professions,2 as it was not really in that 
capacity that we were interacting during the 
project.2 I think that the times where I have learned 
the most about other professions has been when I 
have been working alongside them in the clinical 
setting, shoulder-to-shoulder, with the common 
goal of excellent patient care. 
 
I do think that the experience of working in the 
rural setting has been very eye-opening2 (in a good 
way). I was pleasantly surprised at how warm and 
earnest1 the people in this town have been, and 
have been impressed with how welcome they have 
made me feel.1 I would certainly consider Klamath 





















Participant 4: IPE has been a wonderful learning 
experience2 and has made me more excited2 by the 
possibility of working with individuals from a 
variety of professions in the future! In a rural 
setting with limited resources1 utilizing the skills 
of your colleagues2 is critical to providing 
exceptional patient care. I am grateful for the 
opportunity to experience a collaborative 
interprofessional work environment during my 
education2 and look forward2 to working in rural 
healthcare with colleagues from a variety of 











A: Anticipate the 
future 
Participant 5: Working with our team1 was a lot 
of fun.2 Everyone had something unique to bring 
to the table2 (extensive experience on the project, a 
passion for rural health, etc.). This experience just 
confirms by beliefs that working with a team 
(whether big or small) produces greater outcomes 
Medicine Team 
Challenging 
A: Teamwork is 
fun 
V: Distinctive 




than when working alone.2 When we work as a 
team, everyone can shine in their strengths, and 
our weakness are covered by someone else's 
strengths.2 I know that I will definitely be working 
with people of different professions in the future. 
 
This rural experience has, once again, confirmed 
that I want to be, and am going to become a rural 
family medicine doctor. It is going to be a 
challenge1 and a very steep learning curve.2 I'm 






A: Jumping in 
with both feet 
Participant 6: During my time in Klamath Falls, I 
had the opportunity to work alongside both 
pharmacy and physician students in both weekly 
course meetings as well as our ongoing 
community-based research project. Our 
interactions helped identify both similarities and, 
more importantly, differences in our practices and 
approach to clinical problems.2 A particularly 
insightful moment in class was our discussion 
regarding always following the so-called "standard 
of care," versus identifying situations in which one 
might veer away from the so-called "standard of 
care" to act in a way that is more cultural 
competent or cultural humble. These moments of 
minor disagreement, and seeking clarification for 
the other's point of view impacted how I 
understood my eventual role as a provider on a 
healthcare team,2 as well as reinforced the 
importance of being willing to hear the other side, 
and take into consideration what other perspectives 
may be playing a role.2 The ability to ask one 
another questions for clarification is a 
characteristic made present in interprofessional 
teams that respect2 one another and have the 
patient's best care in mind. 
 
The rural IPE experience, particularly our 
community-based research project, has increased 
my interest in working in a rural setting,2 or at 
least in a setting in which a community is tight-
knit1 enough to complete such improvement 
research and immediately implement 
recommendations to effect change. That aspect of 
rural practice, in and of itself, was enough to make 
me feel that I was making a genuine difference in 
my work,2 and was well reflected in the sentiment 
of the members attending the Klamath Regional 
Health Equity Coalition meeting that I attended. I 
certainly recognized in myself how quick I was to 
become friends with the other students living in 










B: IPE team 
builds respect 
B: IPE has 
increased rural 
interest 
V: Making a 
difference 
V: Living with 
other students 
V: Drive to 
succeed 




same motivation to succeed in our respective 
professions,2 while remaining human on the 
weekends, making time to enjoy nature1 
surrounding Klamath Falls. I would not be 
surprised if I one day end up working somewhere 
nestled between both urban and rural settings, that 
way my needed access to city nightlife could be 
satisfied, while holding onto the "heart" of rural 
folks,1,2 something that stood out in every patient 
encounter and really meant a lot me. 
 
Participant 7: Working with other professional 
students has taught me a lot2 about the differences 
and similarities between our curricula and scopes 
of practice.2 It was interesting to see that 
throughout our didactic portions of our curricula, 
we learned very similar subjects – occasionally by 
the same faculty members (e.g., Dr. Olyaei). It 
would be great if our learning was a bit more 
cohesive and interprofessional2 (besides a brief 5-
hour meeting once a term). 
 
These short projects in which we work together are 
great, but it would be nice if we could have more 
of this kind of collaboration throughout our 
educational experiences. I believe we would have 
more of an appreciation and respect for each other 
if we were to have more experiences with the other 
professions.2 
 
Personally, I think that I will be able to work with 
physicians and other providers much more easily 
since being involved with a few interprofessional 
teams.2 
 
The rural IPE experience was great because it gave 
me an opportunity to come to this rural location 
without having to worry about housing.2 Without 
the option of living at the house, I don't think I 
would have ever considered coming down here,2 
since I am from Portland and there are plenty of 
rotation opportunities available there.1 Now that I 
know this nice little community1 exists, I will 
seriously consider working out here after I 
graduate.2 Additionally, reviewing the community 
health problems during our first assignment really 
opened my eyes to the need that exists here in 
Klamath Falls.2 
 






B: IPE is 
efficient 








A: Open to rural 
B: Rural has 
needs 
Participant 8: Working with my interprofessional 
colleagues has been an incredibly valuable 
experience.2 I came to understand that individuals 










general biomedical sciences knowledge base that 
helps facilitate group work. Most importantly, 
though, are the complementary knowledge, 
expertise, experience and skill-sets2 that created a 
very productive environment. After having worked 
on this project, I will be even more eager to have 
interprofessional projects and interactions in the 
future.2 
 
The rural IPE experience has opened my eyes to 
the many aspects of working in rural setting.2 I 
became aware that each rural setting has a distinct 
demographic1 composition, and that cultural and 
socioeconomic differences are magnified in a 
place with such as small population.1 Furthermore, 
it became apparent to me that in an area with a 
small population,1 individuals are more socially 
interconnected,1 and this may have implications in 




A: Excited for 
future work 
A: Learned about 
rural 
B: Lack of 
privacy  
Participant 9: It has been really nice to work 
alongside students from other professions during 
this IPE class.2 PA students already work with 
medical students quite frequently since we are 
trained in a similar fashion and have overlapping 
rotations. Additionally, as a part of our profession 
we work with MDs/DOs on a regular basis. On the 
contrast, during our training we don't have the 
pleasure to work alongside pharmacy students very 
often. I have found it to be so valuable to have had 
this experience getting to know the pharmacy 
student and understanding their training a little 
better.2 The comment that made last week about 
how accessible pharmacists are to the public was 
eye-opening to me and made me feel a bit better 
about our shortage of primary care providers 
knowing that pharmacists are trained to look for 
patients that may be slipping through the cracks. 
The beautiful thing about rural medicine is that 
there are so few providers1 that they have to work 
together more cohesively and get to know each 
other well in order to provide good healthcare for 
their patients.2 If there is only one cardiologist 
nearby, you would have to learn exactly what that 
cardiologist likes to have ready for a referral and 
may feel more comfortable calling them for 
questions. 
 
Good point! In the rural setting primary care 
providers often have a heavier patient load due to 
understaffing, they also provide a wider range of 
services due to lack of specialists and they spend 
so much time and energy tracking down 
PA? Very few 
health care 
providers 











resources.2 They are stretched really thin. 
 
Participant 10: That's a great point about the 
cohesiveness of rural providers.2 Many MD/DOs 
here seem to have great relationships with one 
another and I get the sense that the medical 
community here is very strong.1 I also found that 
primary care providers in rural areas often have a 
wider breadth of services for their patients2 
because the resources just aren't available 
sometimes.2 For example, one of my preceptors is 
an internists/hospitalist who also does stress tests 
and colonoscopy/EGD's, which allows him take 
care of his patients on a more intimate level,1,2 
where as in urban settings, a different medical 
provider would be involved with each different 
procedure2 (e.g., GI doctor for colonoscopy, 
cardiologist for stress test, etc.). 
 
I think one great benefit of working in an 
interprofessional team is that different fields bring 
differing skillsets to contribute to the group.2 It 
was a great reminder that good medicine requires 
interdisciplinary & collaborative approach2 
(providers, nursing, case managers, social workers, 
PT/OT/RT, etc.).Whether in a rural or urban 
setting, medicine will always be a team sport.2 
 
One major lesson I took away from this IPE 
experience is the scarcity of resources in rural 
settings.1 Back on the hill in Portland, it’s 
relatively easy to find resources, whether for 
patients or for working on community projects.2 
However, in rural communities, where such 
resources & services are not as abundant,1 it felt 
like we had to spend significantly more energy 
tracking resources. Additionally, I also learned that 
it’s important to understand the perspective of the 
population that you're working with,2 which 
became evident when we discussed last Thursday 
the pros and cons of birth control modules and 
certain sensitive questions (e.g., transgender) on 
the health survey. 
 
Agreed I really liked the small-community1 format 
at ____ where everyone knows each other by 
name.1 It really allows for more collaborative work 
and genuine interprofessional experiences.2 I didn't 
get the sense that patient care and medicine were 
very hierarchical here,1 which I think can be more 
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point of view 
B: Rural is great 
for IPE 
 
Participant 11: I agree. In rural areas, medical Pharmacy Outsiders B: Professional 
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providers seem to know one another on a personal 
basis which can make working together smoother.2 
They also see gaps and fill-in in roles2 that 
specialists might have in larger healthcare systems. 
It's been great doing a rotation here.2 My last 
pharmacy experience was at the _____ where they 
have pharmacists that specialize in infectious 
disease, transplant meds, etc. Here the pharmacists 
get to do it all2 which makes for an excellent 
learning environment2 in terms of what I’m 
exposed to. ______ and I were just talking about 
our lack of birth control at the health fair. We both 
feel strongly that family planning is an important 
part of the health needs of a community.2 It's hard 
as outsiders1 coming in to a rural area to know 
when it's acceptable to bring your values with 
you.2 
 
I've really enjoyed the chance to live with all of 
you2 and bear more about your programs and 
fields of medicine. I've realized ways in which our 
knowledge and skills overlap and areas where we 
each specialize. 
 
I've worked in small hospitals1 in the past but none 
as remote1 as the____. I've realized how much 
isolated communities1 rely on their hospital.2 It's 
also been interesting to see a hospital that isn't part 
of a larger chain like ______. They can implement 
formulary changes or changes to order menus 
really quickly and effectively here.2 It's nice to be 
included in the discussion of how to make things 
better or more efficient.2 I feel that I've learned2 a 
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of practice 




A: Out of place 
V: Living 
together 
V: Learned about 
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A: Appreciative 










Participant 12: Unfortunately we did not have 
much interaction with students from other 
professions.2 We briefly met a pharmacy student 
and a dental student, but we didn't really get the 
opportunity to do the big activities with them. I 
wish it would've worked out differently2 because it 
would have been interesting to get their input and 
ideas. 
 
Given that I didn't get to work with students from 
other professions, I can't really say that rural IPE 
influenced or changed my perspective about 
working in a rural setting.2 Working in Coos Bay 
for a month was more eye opening and 
motivating.2 I already had a desire to work with 
underserved and rural communities, and after 















V: Making a 
difference 
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can have on the community I am leaving more 
motivated to work in an area where I can make an 
impact with the individual patient and with the 
community as a whole.1, 2 
 
Participant 13: It is difficult for me to answer 
how working with an interprofessional team of 
students shaped my views because I have been 
working with a group of all PA students.2 One 
dental student joined us this last week, and our 
only contact thus far has been at the social. With 
that, I have no problems working with any 
particular profession in the future.2 
 
This rural experience influenced my perspective 
on working in a rural setting by reinforcing my 
views.2 I grew up in a rural setting, and therefore 
already had a pretty good idea of what it would be 
like to work in one.2 
 
I think it is awesome that you are leaving more 
motivated to work in an underserved area! I agree 
with you, this experience has re-enforced how I 
felt about working in a rural community,2 and it is 
great to see the difference an engaged provider can 
make.2 
 

















Participant 14: I totally agree with Participant 15. 
It is always nice to interact with these other 
professions,2 but actually working with them in a 
professional setting is a learned skill in which I 
still need practice. Ultimately, I respect the 
professions more by talking with these other 
students,2 but in order to gain respect of the 
individuals in clinical practice, I would have to 
actually work with them in a clinical setting.2 
Talking with my preceptors about rural health care 
was definitely a great opportunity and 
strengthened my desire to work in a rural 
community.2 
 
Although our group of students was built up of 
solely PA students until the last couple weeks, it 
was still nice to work with other professionals in a 
nonmedical environment.2 It is always nice to see 
that two minds is better than one,2 and building 
strong relationships with peers is important2 in any 
environment. No one person can know all things, 
so having other minds to help out is great.2 I did 
enjoy the time talking with the dental student, 
because I learned a lot more about his profession.2 
Every time I learn more about these professions, I 
appreciate them more and respect them more.2 I 
  V: Professional 
interaction 
B: Team-based 
practice is a skill 
B: Personal 
interactions are 


















don't think the rural IPE experience swayed me 
one way or another about working in a rural 
setting.2 I was very interested in working in a rural 
setting before this course, and I continue to be 
interested moving forward. 
 
Participant 15: Participant 13 is a great team 
player from my experience, so I believe she would 
be great in an interprofessional team! 
 
 
I was able to get some IPE experience from the 
fact that I had the opportunity to live in the same 
complex2 as a pharmacy student and a dental 
student. I enjoyed the opportunity to talk to them2 
about their professions and answer any questions 
they had about the PA profession. It would have 
been ideal to have actually worked together with 
other professions on providing healthcare to the 
community2--like a community, interprofessional 
health clinic--hopefully that is an opportunity that 
can be available in the future. My mentors at clinic 
have had the greatest impact2 on the joys and 
challenges of working in a rural setting. I 
appreciated the time they spent to tell me their 
own anecdotes and make each patient I 
encountered a learning experience on the 
intricacies of rural medicine.2 
 
PA  V: Collegiality 
B: Shared 
housing is the 
best for of IPE 
A: Enjoyment 
B: Meaningful 




A: Thankful  
Participant 16: In all honesty it was difficult 
really getting to know the other students on 
rotation because of the scheduling differences with 
my rotation.2 I only got to interact with them a few 
times and when we were together it was nice 
getting to know2 a little bit about their education 
and what their profession looks like. I will say that 
I have always had a respect for other health care 
professionals2 and I don't feel like this rotation 
made that respect any stronger. I have been 
involved with the healthcare environment for 
many years, even before dental school and have 
worked with physicians, nurses and PAs and I feel 
that each profession is invaluable2 to the next and 
we all have our place and can benefit populations, 
especially in a rural setting.2 As far as influences 
on my perspective working in a rural setting I 
would have to say that my experience in Coos Bay 
outside of the IPE activities is what has really 
shaped a better understanding of what working in 
this type of population1 entails.2 I think that the 
overall IPE project would have enhanced my 
perspective, but it was difficult coming in at such a 
late stage and offset from my cohort and honestly 
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together in clinic 
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being able to get a bunch of useful experience out 
of it.2 I will say that I am more open now to 
working in a rural setting after having spent some 
time in the community.1, 2 I have grown to like this 
area2 and wouldn't be opposed to working here for 
several years in the future. 
 
I totally agree it would have been great to have 
spent some time actually working together.2 We 
spoke about this one night and I know it might not 
be the easiest thing to make happen, but it wouldn't 
be impossible either, especially at OHSU. I feel 
that the best way to learn about other professions 
is to spend time with them while they are 
practicing that profession.2 Hopefully someday 
this will be possible. 
 
Participant 17: Living and spending time with an 
interprofessional team of students provided the 
best views of these people beyond the mandatory 
projects we had to collaborate on together.2 I had a 
wonderful experience2 hearing stories and 
experiences from a different health care profession 
training, and it made me realize that we are 
generally more similar than different.2 
 
The IPE rural experience has surprisingly opened 
my eyes to the idea of practicing in a rural setting.2 
Before this rotation, I assumed my future career 
would be in a large suburb because I have always 
lived in that type of setting.2 However, the 
incredible patient interactions and relations I have 
built with other professionals2 in this small1 and 
charming town1 of Coos Bay has made me 
reconsider where I would like to work.2 I 
genuinely enjoy my time here,2 and the gorgeous1 
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A: Gratitude  
Participant 18: I hear about scheduling 
differences; last week I worked only nights and so 
I would only see my housemates for 30 minutes in 
their evening/my morning after they would get 
back from work and before I’d be off to mine.2 
 
I agree that I think we're more similar than 
different2; I do wish that the PA students and MD 
students at OHSU could interact more during our 
training.2 
 
I also agree that the coastline is gorgeous,1 I really 
have loved spending time2 at Cape Arago! 
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members has given me an appreciation for the 
different backgrounds and contributions2 that 
Health care workers of all stripes bring to patient 
care. While I am being trained in one discipline, I 
note that the PA students around me and the NP 
I've worked with at NBMC bring equal clinical 
skills with a slightly different perspective on 
planning and care.2 In all honesty, I've noticed that 
PAs and MDs bring many of the same skills to a 
patient encounter and often will give very similar 
care.2 One big difference, to my mind, is perhaps 
that MDs have done some more rotations in 
different services than PAs have and so may have 
a little better understanding of what other 
practitioners do. 
 
Regardless of those (albeit minor) differences, I 
think that for the vast majority of patients in a 
given specialty MDs and PAs will provide care at 
a very similar level. Being able to respect one 
another and work together as part of a care team is 
key to providing a high level of patient care.2 I've 
seen instances in which NPs, PAs and MDs have 
consulted with one another and all had a different 
view of the patient. We all bring the same clinical 
knowledge, but with different philosophies and the 
healthcare team is best served when we 
respectfully acknowledge and seek to understand 
each other's care philosophies.2 
 
My experience here has been a very interesting 
one! Admittedly, I did not know anything about 
this community before arriving here. But over the 
course of the last couple of weeks I've been able to 
see its good and bad sides. Being a rural 
community with a significant poverty1 level and 
profound lack of healthcare providers,1 Coos 
County suffers immensely.1 I saw many people in 
the urgent care setting who had very simple 
ailments, but who could not get in to see their PCP 
or who did not have PCPs.1 I also saw people who 
had great difficulty1 filling prescriptions, were not 
well informed about their conditions,1 and many 
with diseases that we commonly associated with 
poverty.1 
 
And yet, I also was struck by the tight knit nature 
of the community1 here. Not infrequently, 
providers would walk into a room and casually 
greet the patient- knowing them socially, already 
knowing their illnesses and much of their history!2 
I could never imagine such a thing happening in 
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strength of this community; people know each 
other well enough to enquire and hold one another 
to account1 when something isn't right. I see that as 
a huge strength for community health if it could be 
leveraged in the right way by the local physician 
community.2 
 
For me, Coos Bay is a good-sized1 community in 
which to practice medicine. The physicians know 
one another, work together frequently, and there 
are enough specialists to be able to get an answer 
or a referral quickly for most cases. I can see the 
attraction of working here!2 
 
I think it might have been the setting I was in; the 
Emergency Department is a very interprofessional 
space where you are working all the time with 
nurses, RTs, PAs etc. The team was really tight, 
and it happened really frequently that somebody 
knew the patient or a patient would be somebody’s 
neighbor1 or something like that. 
 
I also got to see PAs working with MDs in the 
Emergency Department at BAH, and it was very 
seamless. Really impressive!2 
 
The PA there essentially holds the same position 
as the MD in their 'fast track' urgent care clinic, 
operating independently and making all the same 
decisions (workup, orders, dispo) as the MDs. 
Sometimes when the department was 
overwhelmed, the PA would join the MDs 
working with sicker patients to help speed up the 
flow of people through the department. I got to 
work under the PA and I learned a lot from her- 
she had a background in ortho so she taught me 
about her knee exam, for instance. It was a great 
example of different professionals working 
together. 
 
Participant 19: I think the lack of time was 
honestly the biggest challenge here.2 A month is 
just not long enough as it is, and two weeks is even 
less time. I ended up learning a lot of 
interprofessional communication just by watching 
the providers here,2 rather than by actually 
interacting with my cohort in the clinic.2 
 
I would have loved something like a team-building 
simulation, where we could have acted out our 
various roles together in a clinical setting. The 
members of this cohort were delightful and I 
would have enjoyed spending time with them 
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together in a social setting2 regardless of their 
profession, but what I'd really like to see is how 
we would work together when we're in our 
ultimate jobs.2 
 
It's interesting that you bring up the community 
portion of it, because that's one of the things I was 
kind of expecting and didn't see as much. There 
were certainly elements of this- my physician was 
the next door neighbor of one of her patients,1 for 
example, and somebody did say that they saw my 
picture in the newspaper.1 But I didn't get the sense 
that "everybody knows everybody" that I was 
expecting. 
 
This could be because I spent probably too many 
nights passing out at 8:00 after long days at the 
clinic (oops), but I kind of think that the spread of 
the rural community1 contributes to this.2 Coos 
Bay is more of a local epicenter for health care1 
than, say, Port Orford, so people were coming 
from many different regions. I got kind of a 
Portland-y vibe for that reason, with people 
traveling pretty substantial distances to get care in 
a community they weren't necessarily part of.2 I 
think I'd like to go to an even smaller community1 
for a while and see how that differs. I'd like to 
spend more than a month there,2 though . . . 
 
It was really great to get to know colleagues2 in the 
PA program by living with them and spending 
time with them on weekends and evenings.2 We 
had a lot of interesting discussions about the 
intricacies of their program and how it differed 
from the med school program. I've worked with 
PAs in prior rotations who have really taken an 
interest in medical education - in some rotations, I 
spent more time with the PA supervisors than the 
actual physicians and learned a lot more from 
them.2 I think this experience was better for getting 
to know other types of professionals on a personal 
level.2 Although we didn't actually end up working 
together as students at the clinic frequently, it was 
definitely interesting seeing the way that NPs and 
PAs are working in NBMC. 
 
I was intending to work in a rural setting before I 
came to Coos Bay, so I was considering this 
experience more of a way to learn how rural 
medicine works than anything else. I didn't expect 
this rotation would persuade me to move to a rural 
area, since I didn't need persuading! 
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I was certain surprised by some aspects of 
medicine here. I didn't realize the breadth of 
services and specialties available1 in Coos Bay, 
despite its population of less than 50,000 people. I 
was expecting a lot more variation in procedures 
and quality in rural areas,2 and I didn't really find 
that any more than I did in the giant Portland 
metropolis. 
 
Some things weren't a surprise, and usually those 
weren't good things. I wasn't surprised to see that 
most of the adult medicine doctors had a 
significant wait list.1 I wasn't surprised to see a 
population that was generally much more 
impoverished1 than the population I've seen at 
other institutions. But this reinforces for me that 
rural areas are where I need to be when I 
graduate.2 
 
Participant 20: I didn't know what to expect 
coming into this rotation, but I can easily say it’s 
been one of my most rewarding experiences of my 
PA life so far.2 I've loved working with my 
interdisciplinary/collaborative1/transdisciplinary/in
terprofessional classmates.2 I've come away from 
this experience feeling a real sense of creativity 
and opportunity.2 I've been truly amazed how 
welcoming1 the Coos Bay community has been. 
There's so much opportunity here and that's really 
exciting. 
 
The rural IPE experience really affirmed my 
interest in rural health.2 That was one of my 
primary interests to begin with, but to be honest I 
had started to doubt it a bit toward the end of this 
last academic year. Having this opportunity to 
learn here has reminded me of why I wanted to 
serve as a provider in a more rural community.2 I'll 












desire for rural 
A: Nostalgic  
Participant 21: I will be honest, I think that 
working with a team of interprofessional students 
sounds like a really neat idea and I wish I had had 
the chance to spend some time in clinic with 
students from other professions.2 
 
I really appreciated the chance to live with some 
other students. It was surprising2 to see how much 
we shared in terms of knowledge and drive, but 
equally surprising to see the differences in 
perspective that each of our professions brought. 
 
I can see working in a rural setting as being 
  V: More clinical 
IPE 
V: Living with 
other students 
A: Amazed 
B: Rural care 
requires more 
collaboration 
B: Course did 





something that requires close coordination 
between the available providers and specialties;2 
this was modeled for me daily by my preceptors2 
and the clinical scenarios in which I worked. But I 
would say that my IPE class was not the main 
driver of this realization.2 I don't mean to sound 
harsh or down on the IPE class, because I think it 
has the potential to be really something special, 
but the way I experienced it, left something to be 
desired by way of having interprofessional clinical 
experiences. 
 
Participant 22: I had worked on a team with a 
med student before, and it was a great experience.2 
While on my inpatient medicine rotation at OHSU, 
our team consistent of an MD student, PA student, 
intern, first year resident and an attending. I had 
wondered if there was going to be some air of 
competition or showmanship between the MD 
student and myself but that was never the case. We 
helped each other through the rotation and had 
many of the same responsibilities and 
expectations. The rural IPE course further showed 
me that the PA/MD relationship is more 
collaborative than hierarchical.1, 2 Between IPE 
and the ICAN program, this was the first time I 
had worked with dental students. It was great to 
hear them explain the importance of dental health 
and show the client how to use their equipment.1 
After this, I took a little bit of extra time during 
complete physicals to do a quick assessment of 
dentition and I recommended more dental visits to 
the patients I saw in clinic this past week.2 I knew 
little about rural life before this rotation but I was 
able to get a better sense of it by the end.2 I talked 
with patients who were ranchers, farmers, who 
worked in slaughterhouses, who hunted, and who 
lived miles from anyone else.1 I did not have any 
of these experiences growing up outside of 
Washington DC. The people were nice1 and had no 
problem answering my questions about living out 
here. I also liked how many of the providers knew 
each other2 given that it was a smaller 
community,1 and I felt there were more 
collaborative relationships.2 And since there were 
fewer specialists, I felt the primary care providers 
took on additional responsibilities and had a 
broader scope.2 It didn’t hurt that the lakes and 
parks were beautiful1 too. Overall, the Klamath 
rural experience increased the likelihood that I 
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Participant 23: I had not previously had the MD? Unified goals A: Gratified 
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chance to work with PA and DMD students before 
and I enjoyed my time2 on this and the ICAN 
project. In the context of this community project it 
became apparent that if we worked together we 
could create a much tighter safety net for our 
patients.2 For example, a dentist or PA may see a 
patient more often in certain contexts and it makes 
sense to have unified goals.1 I also found these 
individuals to be a pleasure to work with2 and it 
was bittersweet to return to Portland. I hope to 
maintain my newfound connections with the PA, 
dental, and nursing students and I think that future 
collaboration in the future only makes sense.2 In 
general I think that rural practice lends itself well 
to collaboration2 in this context and this 
experience strengthens my view that it is 
the preferential way to conduct my future 
practice.2  
 






B: Rural is the 
best place for 
collaboration 
B: Impacted my 
future practice  
Participant 24: I have really enjoyed2 living in 
interprofessional housing throughout this rotation 
and getting to know students from other 
professional programs.2 I think it is always helpful 
to learn more about the training of other healthcare 
professionals.2 It's nice to compare and contrast 
our chosen fields, which is helpful for envisioning 
what our future professional collaboration may 
look like.2 However, I wouldn't say that working 
on the project itself shaped my views.2 While 
working on the project, we all just felt like fellow 
students. It is similar to looking on a project with 
students of various majors in undergrad-something 
I we are all very familiar with. I think it was the 
time we spent outside of that just hanging out as 
peers that was beneficial.2 
 
Personally, I grew up in a community much 
smaller than Coos Bay and therefore know what it 
is like to live in a rural community. Prior to school, 
I also worked in rural family practice clinic. I was 
primarily a medical assistant, but a lot of my duties 
were similar to that of a care coordinator. I became 
very familiar with the barriers1 those in rural 
communities face when accessing health care 
because it was part of my job to help them 
overcome1 those. Since my prior experience was 
so much more extensive, I wouldn't say that this 
experience has really influenced my perspective on 
rural practice. Four weeks also is not long enough, 
in my opinion, to really experience the joys of 
rural practice. I think working in a rural area with a 
strong sense of community1 is very rewarding,1, 2 
especially when it a community that you feel a part 
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of. I did really enjoy my time here in Coos Bay 
and learning about the local community.2 
 
I completely agree. Having other students coming 
and going while working on the project did make 
some details difficult. I also agree that the best part 
of the interprofessional experience was just living 
and hanging out together.2 
 
I also was surprised by the size of the Coos Bay 
community! It is certainly larger than what I 
picture when I think of rural communities.2 
Although, Coos Bay is somewhat isolated from 
any large cities.1 I have also been impressed with 
all the support1 in place here. They have done a 
great job with the resources they have! 
 
Participant 25: The most helpful part of the rural 
campus was the opportunity to live with peers 
from different professions.2 It was around the 
dining room table that the most interesting 
conversations occurred, learning about each other's 
programs, roles, and experiences.2 I've always 
looked forward to a career that would allow me to 
collaborate1 with and learn from other professions, 
and this experience has confirmed that desire.2 
Understanding that everyone for the most part 
shares the same goals of improving the lives of 
their patients as well as themselves makes 
professional work enjoyable.2 The biggest 
challenge was collaborating with students from 
other programs simply because our schedules did 
not line up,2 so we were constantly losing 
members of the team or gaining new ones, making 
it difficult to keep everyone on the same page. 
Even so, the few chances we had to all work 
together were enjoyable.2My biggest surprise in 
coming to this community was that it didn't feel all 
that rural. While the community certainly has its 
needs, I feel that those needs are met with an 
abundance of resources and support systems,2 
which makes rural practice more appealing. I did 
enjoy working within a multidisciplinary clinic 
and seeing my preceptor not hesitate to utilize the 
expertise of those around her. I had planned on 
working in a rural community before this 
rotation and this experience confirmed that plan.2 
 
Yes. To everything. I thought time outside of class 
with other students was the best part of the 
experience too, and where I learned the most.2 
And you're right - I think the best part of rural 
practice is getting to be an integral part of 
 Collaborative 
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something, and that's impossible to get in such a 
short amount of time. We'll have to graduate and 
find out for ourselves! 
 
Participant 26: This entire external rotation, class, 
and project has been a very eye opening 
experience.2 Even though dental professionals are 
medical professionals, a lot of the medical issues 
covered in our exercises and discussions are a tad 
bit foreign to me and I enjoy just sitting back and 
absorbing the information presented to me and that 
is discussed. What I have gathered from all these 
discussions is that I surely need to focus on my 
patient's overall health and be in discussion with 
their other health providers to ensure that their 
entire being is being cared for and not just their 
oral cavity.2 
 
Rural IPE experiences has shown that working in 
the rural community has a different flavor in that 
health professionals often have expanded roles 
compared to their counterparts in an urban 
setting.1, 2 There aren't as many specialists, so they 
need to cover more ground1 in order to treat all of 
their patients' needs. 
 
Yes I have very much enjoyed our interactions 
outside of the IPE course and coursework. 
Hanging out as fellow students or even just 
humans has been fun2 to discuss different 
upbringings and experiences experienced while on 
rotation or in school. When it boils down to the 
basics, it shows that we are all having similar 
struggles and strengths in our respective programs, 
and it is refreshing to be around fresh faces and be 
able to discuss professional school experiences.2 
 
Hmmmm I wonder who you are talking about with 
the team members being lost and added;) Yes it 
has been hard being on a different schedule and 
trying to catch up and I am sure it was strange for 
[Student X] to just up and leave and for you guys 
to have me just replace him. 
 
I agree with the fact that Coos Bay doesn't feel all 
that rural. We had a cabin in Northern AZ that was 
veryyyy rural, and I know that Coos Bay is the 
biggest metropolitan area on the coast in Oregon. 
There are still mostly the same grocery stores and 
shops to buy things at, just not as wide of selection 
or diversity.1 It is a great alternative to the hustling 
and bustling streets of Portland, but could 
definitely be more remote.  
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Participant 27: I think that working with other 
professions has been a great way to better 
understand the nature of their work,2 especially in 
a rural setting.2 It has been great to work on our 
rural campus project together and to get to know 
the medical and dental students in a more casual 
setting like home or out for food.2 Each profession 
had their own unique set of skills to bring to our 
IPE project and it was a delight getting to see 
everyone contribute in a slightly different way.2 In 
terms of future work, having a clinical rotation 
with a physician, NP and psychologist has has 
been such a positive experience that I almost 
demand for my future job a multidisciplinary team 
like that.2 It can only facilitate better patient care 
and provider interactions. 
 
I had always planned on working in a rural 
location. I have to say that this rotation certainly 
helped cement that belief, especially after such a 
positive clinical and IPE experience.2 
 
[Participant 26] great comments. I agree with all of 
the above. I do think that having different 
schedules created some inconsistency, especially 
when it came to working on the IPE project.2 I 
think that inconsistency was made for, though, by 
the time we spent together at home, at a restaurant 
or grabbing a beer somewhere in a more casual 
setting.2 And at the end of the day, we did some 
substantive, positive work on the RASH project 
that I'm really proud1 of.  
 










B: Will seek IPP 
as a provider 
B: Varying 
schedules is a 
barrier 
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Participant 28: Working on this project with PA's 
and Med students has been great.2 My teammates 
are smart and insightful people who I know will 
make a great difference in healthcare.2 It really is a 
team effort for total health and we can all feed off 
of each other and offer support for each other in 
complex cases.2 And sure I think the oral cavity is 
a very important section of the human anatomy, 
but I can't cure it all and not even 1/10 of 
someone’s body.2 So it's important to work in 
teams especially in rural communities.2 I love 
smaller1 communities because when you want to 
make a difference, it actually seems to help a lot 
more than if it were a large town and what you 
actually accomplished was a rain drop in the 
ocean. Here it seems to matter more.2  
 
Overall my rural experience with Klamath 
Advantage has been amazing. I am really proud of 
the work I've achieved here.2 I was able to be a 
Dental Smaller A: Positive 
A: Appreciation 
V: Whole group 
contribution 
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part of the standard of care and help set that bar: be 
a larger drop of water in the ocean. 
 
Participant 29: Working with students studying 
different fields within the health profession has 
reinforced my belief that health care should be an 
open and fluid system.2 In order to provide the best 
health care for every individual, I believe that a 
patient's doctors, physical therapists, nurses, 
physician's assistants, and dentists should be aware 
of the entire picture.2 A health care provider 
cannot expect to provide the best possible care for 
a patient if they do not take every other aspect of 
their patient's health into account.2 Working with 
this group of students has been eye opening.2 
There is a real connection between every 
provider.2 Everyone has been open and interested 
in feedback.2 There has been a real give and take 
between every member of the team.2 We are all 
equals, but we each bring something different to 
the team. I can only hope that in the future my 
experience with people from other health 
professions is as strong and positive.2 
 
Working in the rural community has opened my 
mind up to the possibility of one day working in 
this setting.2 The IPE experience has shown me 
that there is a lot of need in rural communities.1 
Studying the kinds of issues that are predominate 
in this community is essential to realizing the 
needs that are lacking1 in this community. I want 
to be a dentist who does good work for people in 
need. If I happen to have the opportunity in 
Klamath Falls again or in another rural setting, I 
would not be opposed to it.2 
 
Dental A lot of need 
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provide informed 
care 
Participant 30: The opportunity to work with a 
team of interprofessional students has been a 
chance to learn from and learn how to better 
support people in different professions as we 
continue to move forward in our careers.2 In 
discussing2 this project specifically, I had a better 
understanding of the training involved with each 
profession and the skill set that each brought with 
them.2 In talking less formally, it was wonderful to 
connect over shared experiences in health care but 
also to hear the daily ups and downs that students 
of different professions face.2 It gave me a better 
sense of my limitations and realms of expertise in 
the broad field that is health care and recognize 
when another’s perspective or advice would be 
helpful.2 It also helped me to realize what 
behaviors and strategies I can use in the future to 
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ensure other health care staff are supported.2  
 
The rural IPE experience has strengthened my 
understanding of community support in a rural 
setting.2 The partners with whom we work on this 
project, the ties each of the team members have in 
the community, and the influence of my rotation 
on my work on this research all seem to have 
multiple connections in this health care network.2 
While I think this also exists in a more urban 
setting, I feel that these ties are somehow stronger, 
more interdependent2 upon one another because of 
the setting.1 Communication and partnership 
somehow seems more personal.2 I think that is one 
of the aspects I have enjoyed the most about this 
experience. It has made working in a rural setting a 
goal for my future.2 
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Rural people care 
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Worthy experience 
Minimal professional interaction 
Rural IPE is motivating 
Engaged teachers enhance rural learning 
Not much IPE 
Reinforced my views 
Previous experience influences current view 
Impact through dedication 
Team-based practice is a skill 
Personal interactions is key to IPE 
Multiple opinions improves care 
IPE involves interaction 
Rural IPE is not influential 
Shared housing is the best for of IPE 
Meaningful IPE involves the clinic 
The different professions are needed 
Assistance to rural 
Asynchronous timing is challenging 
Health care professions are similar 
Past experience influences choices 
Schedules are a barrier 
Care is enhanced with a collegial team 
Rural experience is valuable 
Deep patient relationships in rural 
Understanding improves care 
PAs and MDs are very similar 
The ED is very interprofessional 
IPP improves care 
Learn more from observing providers 
Community plays a big role 
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People travel from far distances to receive care 
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Rural areas need health care 
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Positive effect on my patient care 
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Prior rural experience was the most helpful 
Rural practice is rewarding 
Living together was the best part 
Different schedules was challenging 
Re-framed perspective of rural 
Organic conversations yielded the most 
Different schedules were a hindrance to IPE 
Not as rural as labeled 
Needs met through supportive environment 
IPP utilizes the expertise around you 
Rural IPE expands thinking 
Rural providers have an enlarged role 
Not so rural 
Rural IPE is wonderful 
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Need other providers for good care 
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Reciprocal give and take 
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Need to provide informed care 
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Improved understanding of support needed 
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Group A Factor Loadings 
 
  Group A factor loadings with the single statistically significant loading (> .43)  
  flagged with an “X” to distinguish the defining participant sort for each factor 











































        0.1010                    0.7254X                   0.2681 
        0.6815X                 0.1063                      0.1014 
        0.4546X                 0.2685                      0.2001 
        0.7025X                 0.1054                      0.3854 
        0.3155                    0.6945X                  -0.0039 
        0.2705                    0.3284                      0.0898 
        0.0952                    0.4827X                   0.1360 
        0.4952X                 0.2308                      0.3259 
        0.7029X                -0.1694                      0.1103 
        0.1058                    0.6819X                   0.2796 
        0.5755X                 0.3615                      0.3744 
        0.0284                    0.5354X                   0.1749 
        0.6421X                 0.4128                     -0.0757 
        0.4917                    0.4727                      0.4092 
        0.0290                    0.4347                      0.7496X 
        0.4491                    0.4796                      0.3175 
        0.6662X                -0.1419                      0.3577 
        0.0290                    0.4347                      0.7496X 
        0.6968X                 0.1388                      0.2025 
        0.3900                    0.4373                      0.5645 
        0.0317                    0.3449                      0.4443X 
        0.7744X                 0.3340                     -0.0744 
        0.7130X                 0.3250                      0.0556 
       -0.2858                    0.5234                     -0.4387 
        0.4970X                 0.2914                     -0.0208 
        0.5699X                 -0.2571                    -0.0104 
        0.7595X                  0.3432                    -0.0814 
        0.7233X                  0.1776                    -0.1756 
        0.4229                     0.4965X                  0.1468 
        0.6714X                  0.3336                     0.0803 
        0.5435                     0.6072                     0.1970 
        0.6256X                  0.0727                     0.3632 
        0.7343X                 -0.0934                     0.1071 
        0.7684X                 -0.0204                     0.2555 
        0.0259                     0.0365                     0.6982X 
        0.6967X                 -0.0297                     0.2237 
        0.4845                    -0.1735                     0.5056 
        0.6781X                  0.3405                    -0.3644 
        0.7507X                  0.2267                     0.0348 
        0.7145X                  0.1161                     0.1509 
        0.3743                     0.2878                     0.1131 





        0.6020                     0.2710                     0.4913 
        0.0181                     0.0072                     0.1417 














1.  The rural setting makes me feel comfortable and 
at ease.  
2 1 -5 
2.  The social challenges rural patients face make it 
hard for me to provide care 
-2 1 1 
3.  I noticed the people seem happy in spite of 
significant disadvantages.  
0 0 1 
4.  Time and sustained presence in a community 
helped build trust and familiarity. 
3 3 3 
5.  Working on a community project provides the 
most suitable platform for learning how to 
communicate with other members of the health 
care team. 
-1 -5 -2 
6.  Seeing patients together combines our 
knowledge and strength to provide care.  
0 0 0 
7.  Working together in the clinic serves as great 
“peer” support that is needed.  
1 -1 -2 
8.  The nature in which care is delivered in a rural 
setting lends itself to team-based patient-
centered care. 
3 0 -1 
9.  IPE leads to a greater understanding of my own 
role on the health care team. 
0 -2 0 
10.  Returning to something that is familiar is the 
most important reason I would choose a rural 
community.  
-2 -3 -3 
11.  Knowledge and experience with rural 
recreational activities lead to acceptance by the 
community.  
0 2 1 
12.  
 
As an outsider to a rural community, the best 
approach is through humility, curiosity, and 
good intention. 
5 3 2 
13.  Having no familiarity with a rural community is 
a disadvantage when providing care. 
0 3 4 
14.  Time spent in a rural setting does not lead to a 
greater understanding of rural life. 
-4 -4 -4 
15.  Rural communities have limited funds which 
restrict what care can be provided.  
0 1 -1 
16.  The most important role of a health care 
provider is community engagement.  
-1 -4 0 
17.  Rural culture is one where community-minded 
individuals value resilience and practicality. 
1 2 0 
18.  A rural community provides ample opportunities 
for creativity, meaning, variety, and autonomy. 
4 0 0 
19.  The rural IPE experience helped me answer 
questions about rural life.  
1 -3 5 
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20.  My exposure to rural practice had generated an 
interest in a rural community.  
2 1 -2 
21.  By being exposed to a rural clinical experience, 
I gained understanding about how my interests 
and desires could be met in a rural setting. 
4 2 3 
22.  Certain health professions come with a 
responsibility to care for a rural community.  
-1 0 3 
23.  The rural IPE experience did not expand my 
understanding of the respective health care 
professions.  
-4 1 -2 
24.  Feeling professionally isolated is common in a 
rural community.  
-3 0 2 
25.  Rural healthcare practice does not allow time 
away from your patients.  
-3 -1 0 
26.  The availability of outdoor activities attracts me 
to the rural setting.  
2 4 1 
27.  The most important aspect of rural IPE is living 
together with other health professions students. 
-1 -2 1 
28.  I want my children to grow up in a rural area.  1 -1 -4 
29.  I felt judged for not having views and beliefs 
similar to my patients.  
-5 -1 -1 
30.  Isolation from family and friends is a major 
reason for not choosing to live in a rural 
community.  
-2 5 4 
31.  The most effective rural IPE allows for 
engagement in the community. 
3 4 2 
32.  The rural clinical setting provides the best 
opportunity to learn about other health care 
professions.  
-2 -3 -1 
33.  The rural setting is not a good place to apply the 
IPE model.  
-3 -2 -3 
34.  Seeing patients together with another students 
provided a great way for me to learn.  
-1 -2 -3 
35.  The rural IPE experience harnessed the potential 
of rural services to promote my interprofessional 
capability. 
1 -1 -1 
36.  Feeling a connection to a rural community 
makes it more likely to return after graduation.  
2 2 2 
 
